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ABSTRACT 
INTRAETHNIC, INTRA-CULTURAL VARIATIONS AND SIMILARITIES 
AMONG "HISPANICS" IN THE USA: IMPLICATIONS FOR PATIENT 
COMPLIANCE AND HEALTH CARE PROVIDER EDUCATION 
May 1985 
Lourdes Coello Delson 
B.A., University of Massachusetts 
M.A.T. University of Massachusetts 
Ed.D. University of Massachusetts 
Directed by: Prof. Meyer Weinberg 
This work has been prompted by the cultural and 
linguistic conflicts observed among Hispanic patients/ 
clients--mostly monolingual, poor Puerto Ricans--and 
many well-meaning but culturally illiterate, hard¬ 
working Anglo health care providers in Western Massa¬ 
chusetts during more than fifteen years as a health worker. 
Although there are about 20 million Hispanics in the 
United States--which constitute the second largest minority-- 
there is a paucity of valid, well-researched, culturally 
relevant health studies. Mexican Americans, Puerto Ricans, 
Cuban-Americans, South Americans, and other Latin American 
sub-groups are homogenized as a monolithic group, without 
regard for differences in socioeconomic status, rurality/ 
urbanity, and generation levels in the USA, degree of 
acculturation and bilingualism, politico-historical back¬ 
ground, and education. Besides, bizarre health behaviors 
vi 
are ascribed to the group, particularly regarding 
c omplia nc e . 
Compliance, or Patient Compliance, is a well-known 
issue in the health field attested by the vast current 
It may be simply defined as "following the 
health care provider's instructions." The studies and 
research reveal more than three hundred factors responsible 
for non-compliance--the opposite of compliance and the focus 
of most health investigations. Factors such as language, 
culture, ethnicity, social class, education, rurality/ 
urbanity, income, illiteracy, modesty, anxiety, and cost 
are common to both non-compliance and the barriers to 
quality care among all patients in general and Hispanics 
in particular. 
The purpose of this work is to foster better health 
care for Hispanic patients--specia11y Puerto Ricans in 
Western Massachusetts--by sensitizing health care providers 
to the backgrounds and problems of their Hispanic patients. 
Through the vehicle of compliance it is possible to facilit; 
communication, improve the patient provider interaction, 
and avoid s and stereotyping. A discussion 
  
of intraethnic, intracultural variations and similarities 
among Hispanics in the United States will follow a review 
of the literature on compliance, with special emphasis on 
the role of class, so deterring to health care, and on the 
role of the Hispanic family and its influence on the health 
vi 1 
values, beliefs and practices of its members. 
Because the majority of Spanish-speakers individuals 
in most health settings of Western Massachusetts are often 
poor, young and monolingual Puerto Ricans or of Puerto 
Rican heritage, emphasis is centered on this group. The 
barriers to health mentioned in the literature, such as 
social class, language, culture, color, education, income, 
migration, and ethnicity have been discussed with particular 
emphasis on the role of acculturation. These factors will 
be considered in reviewing some health practices, beliefs 
and attitudes of Puerto Ricans in the mainland, particularly 
two ethnic disorders. 
At the invitation of Wesson Women's Unit of Baystate 
Medical Center in Springfield, Massachusetts, a group of 
thirty-five pregnant Puerto Rican women and their appointment¬ 
keeping behaviors were investigated. A bilingual (Spanish/ 
English)Questionnaire was developed classifying variables 
into three groups: demographic, environmental/structural , 
and personal characteristics of the participants. This 
part of the dissertation entitled, "A Descriptive Study 
of Compliance Among Pregnant Puerto Rican Women at Baystate 
Medical Center in Springfield, Massachusetts," may increase 
the Anglo health care providers' understanding of apparent 
non-compliance. By investigating factors affecting compliance 
in a local health setting, program changes may be accom¬ 
plished. 
vi i i 
Due to the descriptive nature of the study and its 
limitations because of its size and the focus on non- 
compliance, the findings may not be generalized to the whole 
Puerto Rican community. However, future studies involving 
larger samples may find value in the variables selected 
and the methodology and data analysis. Also, it is hoped 
that because of this study, changes in practices of health 
care delivery at Wesson Women's Unit will occur which 
will make it easier for other pregnant Puerto Rican women 
to keep their appointments and for Anglo health care 
providers to be sensitized to the plight of their Puerto 
Rican patients. 
Hopefully, this dissertation will encourage further 
research and health studies focused on local health needs 
of Puerto Ricans . By stressing the importance of intra¬ 
ethnic, intracultural variations and similarities among the 
various Hispanic sub-groups in the United States better com¬ 
pliance, health care provider education, and quality health 
care may be fostered. 
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CHAPTER I 
INTRODUCTION 
Background of the Problem 
Hispanic.s are a heterogeneous group 
comprising individuals of numerous 
national origins. Their families may 
have resided in the USA for hundreds 
of years or only a matter of days. They 
may be proficient in English, proficient 
in Spanish, proficient in neither, or 
proficient in both. They share a common 
denominator, however: the effects of 
neglect by the health research community. 
At present we do not even know . . . their 
health status, use of services, or unmet 
health care needs. 
(Trevino, 1982: 979) 
Hispanics in the United Sates constitute the second 
largest minority (estimated to be over twenty million 
individuals) whose diverse ethnic, cultural, linguistic, 
racial, historico-po1itica 1, religious, educational, 
and socioeconomic backgrounds are being ignored and 
confused in health research. 
Mexican Americans, Puerto Ricans, Cuban-Americans, 
and other Latin American sub-groups--which comprise the 
Hispanic group—are lumped together and homogenized into 
a monolithic, stereotyped, and colorful mass, with 
attributed primitive and bizarre health attitutes, 
beliefs and practices. A great number of current health 
studies and surveys generated to develop health programs 
for Hispanics in the different American communities are 
tainted by faulty methodology because nearly all assume 
an alleged homogeneity binding all Hispanics. 
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Different criteria and terminology are being used 
throughout the United States to identify, include, and 
exclude individuals of Spanish ancestry. There is no 
operationalized or standardized definition for "Hispanic." 
Some surveys have used a Spanish surname criterion, others 
have chosen Spanish origin, surname of head of household, 
origin of the mother, birthplace of parents or self, use 
of the Spanish language at home, appearance of the interviewed 
individual, and self-identification. Possession of any one 
/ 
of these criteria has been sufficient for inclusion in the 
surveys as a "Hispanic." Naturally, there have been problems 
and confusions because of the exclusion of Hispanics with 
non Hispanics names (such as that othe author's), inclusion 
of non-Hispanics with Spanish surnames, differences in self- 
reporting varying with respondents' own perceptions of their 
origins, and, even worse, misc lassifications of individuals 
because of interviewers' biased observations. 
The contamination of data and faulty statistics result 
in distortion of important information for health purposes, 
causing loss of funds, benefits and privileges, legal 
complications with eligibility of services, problems with 
affirmative action benefits, and serious census-undercounts 
(Hayes-Bautista, 1980) . 
For census purposes the population of the United States 
has been classified into three major racial groups: White, 
Black/Negro, and Other. Hispanics have been traditionally 
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classified as White--"white Persons of Spanish Surname." 
Data obtained for the 1960 and 1970 censuses specified that: 
. . .persons who did not classify themselves 
in one of the specified race categories, but 
entered Mexican, Puerto Rican, or a response 
suggesting Indo-European stock, were classified 
as White. 
(1980 Census: 3) 
The problem with that classification is that Hispan ic s are 
then counted as part of the general white population, with 
consequent losses of funds, allocations, and other benefits. 
In other surveys, Hispanics are grouped together with 
other "minorities" and it is impossible to separate the 
Hispanic group or, even worse, subgroups such as Puerto Ricans 
Added to the problems in terminology, gathering of 
data, and methodology is a disregard of differences among 
Hispanics in education, acculturation, degree of bilingualism, 
socioeconomic status, geographic location—whether rural or 
urban — of individuals selected in health care studies (Aday, 
Chiu and Andersen: 1980; Canino and Canino: 1981; Chesney, 
Chavira, Hall and Gary: 1982; Mizio: 1977; Quesada: 1976; 
Rodriguez: 1983; Roberts and Lee: 1980; Saunders: 1954; 
Saylor: 1977; Trevino: 1982). In other words, intraethnic, 
intracu1tura 1 variations and similarities among Hispanics 
in the United States are being disregarded in health studies. 
The media have also contributed to the distortion and 
stereotyping of Hispanics in the United States. It often 
presents a lazy, monosyllabic Pedro Gonzalez or Pepe Taco 
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who answers most questions in a disconcerting, nasal "si." 
This black mustachioed cartoon-like character sleeps constantly 
under a wide-brim Mexican hat, waking up sporadically to 
shoot anything that moves around him, happily returning 
to his "siesta"--aided by a shot of tequila or rum. There is 
a "sehorita" at his side. She wears a peculiar Carmen Miranda- 
type turban, a cornucopia of various tropical fruits, balanced 
miraculously on her head, while she frantically dances to 
the rhythms of a chaotic mixture of a tango-rumba-bolero- 
pa sodobie-chachacha-f1 amenco tune, played by guitars, maracas, 
castanets, marimbas, and drums. . . Ah, yes! The lady wears 
a tightly fitted red satin dress or a ruffled polychromatic 
outfit, while chanting a litany of fast, strange incantations 
that are supposed to be utterances in the Spanish language! 
In the case of Puerto Ricans, the distortions and 
stereotyping are complicated by the current socioeconomic, 
political, cultural, and linguistic problems faced by many 
poor Puerto Ricans on the mainland — the United States. There 
is a paucity of valid, up-to-date health studies, particularly 
in Springfield, Massachusetts. It is not a conspiracy of 
silence on the part of health researchers but rather a result 
of faulty terminology and methodology employed in health 
programs. It is imperative that local research be undertaken 
in order to understand and truly meet the health needs of 
Puerto Ricans--particularly the poor--who constitute the 
largest Hispanic subgroup in this area of Massachusetts. 
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II. Statement of Purpose: 
In order to foster better health care for Hispanics- 
particularly the Puerto Rican monolingual poor in Western 
Massachusetts there is a need to sensitize Anglo health 
care providers to the multifactorial nature of the health 
problems affecting their patients/clients and their families. 
Therefore, I will be conducting a research on pregnant 
Puerto Rican women seeking prenatal care at a local hospital. 
That will be the practical portion of this dissertation. The 
other segments will deal with issues involving Hispanics in 
the United States—with emphasis on Puerto Ricans. Definitions 
of terms necessary for the understanding of intraethnic, 
intracultural variations and similarities among Hispanic 
subgroups will be supplied. The universality of non-compliance 
will be discussed, with the hope of using this extensive body 
of literature to sensitize Anglo health providers. 
"Compliance," also known as "patient compliance," 
"adherence," and "patient cooperation" may be defined as 
"following the health care providers's instructions as to 
diet, exercise, rest, medications, schedules, and other 
lifestyle changes.” This is a very complex and critical issue 
in the health field, attested by the numerous and controversial 
research studies, workshops, and publications in the united 
States and abroad. Its opposite, "non-compliance," is 
actually the focus of the practical part of my research, 
entitled "A Descriptive Study of Compliance Among Pregnant 
6 
Puerto Rican Women at Baystate Medical Center in Springfield, 
Ma ssachusetts." 
For the past fifteen years--while working as a bilingual 
health educator, Instructor of Medical/cultural Spanish at a 
metropolitan community college, hospital volunteer, clinic 
interpreter, bilingual secretary, and older college student-- 
I have been concerned with problems of compliance. I have 
witnessed the alienation, suffering and pain of many Hispanic 
patients mostly monolingual, low-income Puerto Ricans— and 
the frustrations of hard-working, well-meaning Anglo health 
care providers. Often many of these health workers know very 
little about their patients' backgrounds. Some of these 
professionals seem to have forgotten their own ethnic and 
family roots--a case of "ethnic amnesia" and "cultural 
illiteracy" (Suzuki, 1982). 
During my work at the hospital as an interpreter and 
later as the teacher of Medical Spanish, I would be asked 
frequently to explain some "peculiarities" and idiosyncracies 
of the Puerto Rican patients which were baffling to the 
volunteers and staff. Often the conflicts were caused by 
cultural and linguistic barriers between the Spanish-speaking 
patients and the Anglo health care providers. Jean Ablon (1981) 
has described these behaviors as those of "stigmatized 
patients" who 
. may exhibit diverse cultural beliefs 
and linguistic and 'compliance' patterns 
which early on serve to alienate them from 
care providers. 
(p. 7) 
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Often questions were: "Why don't they take their pills and 
medications?"; "Why do they wait till they are six or seven 
months pregnant to come to the clinic for their first visit?"; 
"Why don't they keep their appointments?"; "Why do they 
keep using the emergency rooms instead of coming to the 
clinics?"; "Why do they insist in meeting the doctors at the 
examining rooms fully clothed, while burying their heads 
under the covers? After all, some of them are mothers of four 
or five kids!"; "Why do they all have such long, double 
names?"; "WHY, OH, WHY CAN'T THEY LEARN ENGLISH?" 
Thanks to the vision and commitment of the Nursing Director, 
I was able to develop a mini-course in medical Spanish that 
was offered to the hospital staff and volunteers. We also 
developed culturally relevant audiovisual materials. I 
remember being asked to translate a tape entitled, "The 
Baby's Bath." One of the instructions was to "hold the baby 
in a football position. . (circling the baby's body 
with one arm resting against the hip). I explained to the 
staff that I couldn't translate those instructions since "a 
football position" in Latin America would mean that the baby 
had to be placed on the floor! (Soccer is call "football in 
Latin America.) What would the Hispanic mothers think of 
Anglo health providers who asked them to put the baby on the 
floor, like a ball, to give him/her a bath! The staff and I 
shared a good laugh and decided that more discussions on 
cultural differences and were urgently needed 
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in the health field. Therefore, a second minicourse followed. 
At the end of the second mini-course I knew I had to go back 
to college and get more training in health, culture and 
language. 
Health education courses led to patient education-- 
activating the patient to become responsible for his/her own 
health. Knowledge of the Spanish language and culture became 
a powerful public health tool. The theme of compliance became 
a critical issue for my future work. I developed and taught 
a course entitled "Medical Spanish"--which was later to be 
renamed "Cultural Spanish--to allied health and nursing students 
at a local community college. It was then I decided to seek 
a doctorate in multicultural education. 
I am now privileged to present my research dealing with 
intraethnic, intracultural variations and among 
Hispanics in the United States, with emphasis on Puerto Ricans. 
The issue of social class has been stressed in this 
work because of its implications in health. As Knutson (1965) 
has stated: 
and researchers Public health 
have need for simple measure of social class 
for studying the cause and course of illness, 
the patterns of its distribution and effects, 
its varying impact on different populations. 
Such data are needed for program planning and 
development and for evaluating the varying 
effects of program efforts. 
(pp. 103-104) 
The operational definition for "Anglo health care pro¬ 
vider," "health provider," or "provider" will be extended 
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to every non-Hispanic, English-speaking member of the health 
team: health educators, nurses, physicians, dentists, allied 
health workers, social workers, medical secretaries, recep¬ 
tionist, hospital volunteers, counselors, administrators, and 
religious leaders in every health care setting. 
In order to foster quality care, with provisions for 
cost containment, it is important that health workers in the 
United States, a multilingual, multiethnic, multicultural 
country, understand the importance of a holistic approach to 
health care and research, so eloquently expressed by Klein 
(1979) as follows: 
Perceptions of health and illness differ 
from individual to individual and from 
culture to culture. Differences and 
similarities. . . depend on a multitude 
of complex social, cultural and environ¬ 
mental factors. . In a pluralistic 
society. . . Individuals begin to be 
seen as members of various subcultures. 
In addition to being ethnically identified., 
also identified according to social class, 
economic status, politics, religion, sex, 
age, occupation. . . (the list is hardly 
exhausted) . . . 'Each category cross-cuts 
the others and . . . has been correlated 
with different health attitudes. 
(Klein: 2, 152: 1979) 
In dealing with problems of health care among Hispanics and 
the issue of patient compliance, I have followed Klein's 
advice to prepare my research. 
I am convinced that before patient compliance may be 
expected or patient education programs may be initiated, valid, 
reliable, and culturally relevant local health studies must 
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be conducted. Therefore, what follows now is a description of 
a local study focusing on factors affecting compliance with 
scheduled appointments. 
Specific Aim 
This part, entitled "A Descriptive Study of Compliance 
Among Pregnant Puerto Rican Women at Baystate Medical Center, 
Springfield, Massachusetts," will investigate variables 
influencing patient compliance with prenatal and diagnostic 
test appointments among a sample of Puerto Rican women at 
Wesson Women's Unit. By focusing the investigation on vari¬ 
ables affecting compliance among Puerto Ricans in local health 
settings, favorable pregnancy outcomes may be fostered. 
Significance 
By increasing the health care providers' understanding 
of apparent non-complying behavior, Anglo health care providers 
may be sensitized to the plight of Puerto Rican patients in 
particular and Hispanic patients in general. The benefits 
of the study may be changes in the methods of health care 
delivery which will make it easier for pregnant Puerto Rican 
women to keep appointments and foster favorable pregnancy 
outcomes. 
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Methodology 
This study will involve 50 women currently using Wesson 
Women's Unit of the Baystate Medical Center for prenatal care. 
Structured interviews, preferably by telephone, will be conduct 
ed by the investigator using the enclosed questionnaire. if 
clients cannot be reached by telephone, the interviewer will 
see patients at the next regularly scheduled clinic appoint¬ 
ment. Demographic information available in Continuing Care 
records will utilized. Identification of target population 
will be made by the Supervisor of Ambulatory ob/gym clinic 
and/or her staff from daily appointment lists. Names of target 
population will be shared only with the investigator. 
The variables to be investigated include demographic, 
structural, and personal characteristics of the patients, as 
described in the attached questionnaire (English and Spanish 
translations). 
The interview will be conducted in English or in Spanish, 
in accordance with the preference of the patient, stated at 
the beginning of the telephone conversations. 
Expected duration of the study is four months (between 
September and December 1984), after which time the data will 
be analyzed and the results will be evaluated. As has been 
indicated in the attached Consent Form, this study will not 
involve any medical or experimental treatment and will not 
affect prenatal or postnatal care of the women involved. 
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Rationale and Significance of the Study 
Among minority women, the risks of poor pregnancy out¬ 
comes may be doubled and even tripled by inadequate prenatal 
^ ^ ® • Compliance is considered a major tool in the prevention 
of problems during pregnancy. Increasing health care providers' 
understanding of the non-compliant patient may assist in 
fostering favorable pregnancy outcomes. 
In an effort to search for strategies that will foster 
better patient care and improve communication between Puerto 
Rican patients and Anglo health care providers, this practical 
application,and the literature review on compliance^and of 
Hispanics in the United States, may also help in educating 
Puerto Rican women on the advantages of complying with 
providers' instructions, specially those related to appoint¬ 
ment-keeping during pregnancy and post partum. 
This study will also have the value of a fresh perspective 
since it is being written by a member of the "Other" Hispanic 
subgroup. As will be seen in the bibliography, there is a 
minimal amount of studies on health care of Hispanics prepared 
by Other Hispanic professionals. Therefore, most of those 
studies present the issues from a Chicano/Mexican American or 
Puerto Rican perspective. This work is the research of an 
acculturated, but not assimilated Hispanic health worker 
committed to the improvement of health care for Hispanics, 
particularly the monolingual Puerto Rican poor in Western Massa 
chusetts. 
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Limitations of the Study 
The study within a study—"a Descriptive Study of 
Compliance Among Pregnant Puerto Rican Women at Baystate 
Medical Center, Springfield, Mass." will be undertaken over 
the phone, not face-to-face. This may seem to be a limitation. 
However, the investigator's experience with previous question¬ 
naires and her knowledge of the language and the culture of 
the participants will be of help. Having worked at Wesson 
Women's as a volunteer for five years, this population of 
pregnant young Puerto Rican women is quite well understood 
by the researcher. 
Another limitation of the study may be that the director 
of the project, Ms. Jones, will be selecting the population 
based on a Spanish surname. This may exclude some Hispanics 
and include some Anglos, as explained before. However, it will 
be easy to correct that deficiency by asking the initial ques¬ 
tion, "Are you a Puerto Rican?" or "Do you consider yourself 
a Puerto Rican?" Besides, the opening paragraph of the tele¬ 
phone survey (Appendix A) , states that this is a study of 
pregnant Puerto Rican women and requests the consent of the 
client before attempting an interview. 
Another limitation may be the number of participants-- 
fifty women — which may not be representative of all Puerto 
Rican pregnant women in Springfield, since the population 
consists of clinic patients. On the other hand, it will 
represent the majority of the working poor class in need of 
14 
community and health services. Hopefully, the study may 
generate data of possible value to other Puerto Rican communi¬ 
ties in the area. 
A limitation of this study that is lamented is that 
since it deals only with non-compliant pregnant women, the 
data may not supply information on adolescent pregnancy among 
Puerto Ricans. Teenage pregnancy is interrelated with high 
rates of infant mortality, child abuse, school dropouts, unem¬ 
ployment, crime, violence, drug abuse, welfare and poverty. 
Since most studies mentioned in the researched bibliography 
indicate that the Puerto Rican population in the mainland is 
very young--with a median age of approximately 14.7 years in 
Springfield, Mass. (Spanish-American Union's statistics of 
1978), it would be important to test the validity of that age 
claim and update the data. Also, is it true that "Hispanic"-- 
actually Puerto Rican—women are responsible for current 
pregnancy rates that give Springfield the dubious honor of 
being the second city in the State having the highest incidence 
of teenage pregnancies? Although this is claimed to be true, 
it cannot be documented because of the limitations of this 
study. 
What we may be able to see is how many of these pregnant 
women are dropouts, how many years of education they average, 
whether there are problems in literacy and language performance, 
if instructions are understood in order to be followed. More 
important yet will be to gather data on factors that are now 
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contributing to non-compliance during pregnancy and that 
may be preventable. Also, the responses, comments and recom¬ 
mendations of the pregnant women in the study may be instru¬ 
mental in influencing future changes in health care delivery 
at Wesson Women's Unit and at other institutions. Finally, 
the attitudes of Anglo health care providers may reflect the 
sensitivity that is basic for quality care in multicultural 
setting s . 
Strategies for improving the health of Hispanics in 
We stern Massachusetts will complete this research — in conjunc¬ 
tion with the bibliog raphy--a s indicated in the following 
ou tline . 
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Operational Definitions and Concepts 
1. Acculturation - The process by which the members of one 
group adopt the customs and characteristics of 
another. 
2. "Anglo" - Any non-Hispanic individual. 
3. Assimilation - "The act of completely moving into a 
society and becoming completely like that system 
by giving up original characteristics and values 
and taking those of the new society." (Saylor) 
k. Compliance/Patient Compliance - "The extent to which a 
person’s behavior—taking medication, following 
diets, or executing other lifestyle changes-- 
conforms to medical or health advice." (Bruer) 
5. Culture - "In anthropology, the way of life of a society... 
The customs, ideas and attitudes shared by a group... 
transmitted from generation to generation by learning 
processes rather than biological inheritance." 
(The New Columbia Encyclopedia^ 1+th ed. , 197 5 )* 
6. Ethnicity - "Those behavioral and ideational characteris¬ 
tics of individuals or groups that identify them as 
belonging to a distinct culturally recognized and 
named category in terms of presumed shared cultural 
heritage and or presently active cultural charac¬ 
teristic." (Hogle) 
19 
7. Health Care Provider/Health Provider - Any member of 
the health team—health educators, nurses, physi¬ 
cians, dentists, allied health workers, social 
workers, medical secretaries, receptionists, 
hospital volunteers, counselors, administrators, 
and religious leaders--in contact with patients, 
in every health care setting. 
8. Health Education - "The science of self-help. It is the 
discipline which strives for client self-sufficiency 
by assisting patients and consumers in the assumption 
of responsibility , for their own bodies, health and 
actions. It is necessarily a philosophy of ac¬ 
tivation. "(Roter) 
9. Patient - "From the Greek "pema" (suffering) la: an indi¬ 
vidual awaiting or under medical care and treatment 
b: the recipient of any of various personal services 
2: one that is acted upon."(Webster1s Seventh New 
Collegiate Dictionary) 
10. Patient Education - "Process of changing individual 
patients’ behavior from acts that have a detrimental 
effect on health to those that are conducive to 
present and future health. Dissemination of infor¬ 
mation towards maintaining and maximizing an indi¬ 
vidual’s state of wellness, preventing and incidence 
of sickness, and coping with health conditions that 
require self-care. " (McCaughrin: 1, 198l) 
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CHAPTER II 
COMPLIANCE/PATIENT COMPLIANCE 
Patient compliance is defined as the 
extent to which a person's behavior— 
taking medication, following diets, 
or executing other lifestyle changes— 
conforms to medical or health advice. 
In the past ten years patient compliance 
has become an active research area 
involving medical and behavioral 
scientists. 
(Bruer: 1119, 1982) 
Comp1iance/Patient compliance is a very complex 
and critical issue in health care. Its importance is 
attestested by the numerous and controversial research 
studies, workshops, books, articles in journals, news¬ 
papers and other media in the United States and abroad. 
Definitions of compliance vary across the literature. 
However, it may be simply defined as "following the health 
care providers instruetions/recommendations/medica1 regimen." 
Types of compliance discussed in the numerous studies and 
articles relate to drug/medication-taking, weight reduction, 
diet restrictions or additions, attendance/appointment¬ 
keeping, exercise, rest, and irregular discharges--patients 
drop the treatment or the physician, and/or remove themselves 
from the health care setting (Kidwell and Withersty, 1980). 
Some health educators, medical researchers, and other 
authorities are uncomfortable with the term. Carol D'Onofrio 
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(1980) finds it "repugnant" because "it implies subservience, 
dependence and unquestioning obedience to authority." Hulka 
(1979) is concerned with its opposite, "Noncompliance," 
because the term "often implies a pejorative affect toward 
patients who are presumed to be at fault" (Hulka: 63, 1979). 
Rosemberg (1976) suggests the term "adherence" instead of 
"compliance" because "adherence" has much less of an 
authoritarian tone and implies a willingness to participate. 
Stuart (1982) agrees with this choice, indicating that 
"Compliance" has a coercive tone "which indicates adaptation 
of behavior to the wishes or commands of another individual, 
while 'adherence' implies willingness to support or maintain 
one's loyalty to another's request. " 
David L. Sackett (1976, 1978, 1979), one of the partners 
of the most frequently quoted works on compliance, says 
that both terms—"adherence" and "compliance"— were considered 
at the Workshop/Symposium on Compliance with Therapeutic 
Regimens at McMaster University in Ontario, Canada, in May 
1974, but that "Compliance" was the selected term. Sackett 
defines compliance as: 
the extent to which the patient's behavior 
(in terms of taking medication, following 
diets or executing other life-styles changes) 
coincides with the clinical prescriptions, 
the patient yields to health instructions and 
advice, whether declared by an autocratic, 
authoritarian clinician or developed as a 
consensual regimen through negotiation 
between a health professional and a citizen. . 
(Sackett: xi, 3: 1976) 
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Another term suggested is "patient's cooperation with 
prescribed treatment," a rather lengthy synonym for 
"Compliance," advocated by Friedman and Dimatteo (1979). 
In personally preferring the term "Compliance" to 
describe the process of "following the health care provider's 
instructions," (or "seguir las instrucciones medicas," in 
Spanish) its opposite, "Non-compliance" is the focus of 
health researchers and providers. when the results of non- 
compliance are considered "a tragedy" and "sabotage" to 
treatment, it seems only natural that the immediate reaction 
of most health workers is to educate the patient/client to 
comply. Stone express this commitment by saying of non- 
complianc e: 
Why would someone who has gone to the 
trouble and expense of seeking out a physician, 
of undergoing arduous or uncomfortable tests 
and other diagnostic procedures, and of 
purchasing drugs and devices on the advice 
® ^ the physician, then fail to follow the 
recommendations? Such "non-compliance" is 
but one outcropping of a condition that is 
extraordinarily widespread in our society. 
(Stone: 5, 1979) 
Sehnert (1980) reports that in a survey distributed 
at one of the meetings of the American Academy of Family 
Physicians in 1976 the doctors were asked, "What is the 
single, most annoying thing that patients do?" The answer 
was, "Failing to follow instructions on diets, medications, 
bed rest, and so on. 
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This frustration and even hostility experienced by 
providers on account of their patients/clients' non¬ 
cooperation, is reported in the literature as quite common 
(Saunders, 1954; Rotter, 1977; Taylor, 1979, Hopper, 1981) 
Besides the wasted efforts, untold hours of time and patient 
suffering (Chillag, 1980), and the astronomical costs 
(Eastaugh, 1982, Gunter-Hunt, 1982; Becker, 1979) the 
patient/client does not receive the full benefits of the 
expertise of health care providers (Stone, 1979). 
Strain (1982) also comments on the frustration of 
providers because recent studies reveal that one-fourth 
to one-half of patients in the medical setting fail to 
comply with prescribed medical regimen. This naturally, 
affects the patient provider relationship--a major factor 
in c omplian c e. 
Extent of the Problem of Non-Compliance: 
How widespread is this problem is examined in all 
settings and all socioeconomic groups throughout the 
literature. Findings are quite unanimous in showing that 
non-compliance is almost universal (Hayes-Bautista, 1976), 
and cannot be explained as a characteristic of any partic¬ 
ular personality types or groups (Becker, 1976; Gunter-Hunt, 
1982; Rotter, 1977) . 
Eastaugh (1982) mentions that out of 9 million Americans 
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that have used anti-hypertension medication, about 5 million 
could be helped by adhering to the regimen. 
Cummings et al (1982) reveal that about one-third of 
patients fail to comply with both dialysis fluid limitations 
and diet Also, about half of the patients do 
not follow instructions for medications. 
Gotsch and Liguori (1982) in their review of the 
of non-compliance with antibiotic therapy — one 
of the most common types of non-compliance with medication¬ 
taking -- s ta te that the rates are high: between 20% to 
60%—with 83% in some groups. 
Stone (1979) reports that one-half of all patients 
fail to follow fully the treatment prescribed for them. 
Rapoff and Christopher sen (198 2) report that between 
15% and 93% of patients fail to comply with prescribed medical 
regimen of all types; at least one-third of all patients fail 
to comply with short-term regimens (such as a 10-day antibiotic 
treatment); and 50% of patients on long term treatments, such 
as hypertension. 
Haynes (1982) the other famous partner in compliance 
literature mentions that "non-compliance has evolved from 
an act of self-preservation into a tragedy." He mentions 
that in ambulatory settings the majority of patients fail 
to comply with treatment or health advice--whether for 
prevention of acute or chronic disorders. Haynes mentions 
that recent surveys indicate that fewer than 30% of hypertensive 
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patients benefit from treatment because of lack of compli la nee 
with medical advice. 
Becker (1976), referring to non-compliance as "a critical 
problem in treatment of disease," cites several studies. 
showing very thorough 
analyses. He reports that 
4 0-3 of clinic outpatients studied had admitted that they 
never intended to comply either by taking medications or 
returning for follow-up appointments. Thus, non-compliance 
is found among all levels of society, regardless of demographic, 
social, and/or personality groups. Also, knowledge of illness 
of treatment among individuals did not make much difference. 
Although some studies (including a recent one by 
Morse et al, 1984) claim that minorities and members of the 
lower socioeconomic levels are responsible for most appoint¬ 
ment keeping non-compliance, a local study (Hertz and Stamps, 
1977) refutes that claim as being inconclusive, invalid, 
and mythical. Hartz and Stamps say: 
. . . the conclusion that low-income patients 
break appointments more frequently than other 
has become accepted in such a way that . 
This alleged tendency ... is explained in 
a variety of ways, including ethnic background, 
low education level, cultural barriers. 
Too few researchers have carefully analyzed 
the relationship between the type of health 
care most often delivered to these low-income 
population groups and the facility's impact 
upon broken appointments. . 
(p. 1034) 
Gunter-Hunt, Ferguson and Bole (1982) report a range 
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between 15% to 44% of non-compliance with scheduled appoint- 
in nearly all medical settings. These researchers 
point out that not only do patients fail to receive appro¬ 
priate medical care, but since the staff and facilities are 
underutilized, there is an increase in medical care costs. 
The authors also agree that non-compliance occurs among 
all socioeconomic groups, settings, and persons--regardless 
of characteristics of personalities. In fact, providers 
cannot accurately identify non-compliers (Markel, 1984). 
Some of the factors affecting compliance are discussed 
next in order that providers may become aware of their 
influence on patient non-compliance. 
Factors Affecting Compliance/Non-compliance: 
Several studies deal with the numerous factors involved 
in not following the provider's recommendations. Cummings, 
Becker, Kirscht and Levin (1982) cite the following psycho¬ 
logical factors as barriers to compliance/adherence among 
hemodialysis patients: cost of treatment, health beliefs 
and benefits about taking the medicine, diet restriction, 
patient's perception of suceptibility and severity of disease 
and understanding of purpose of diet, complexity of regimen, 
disruption of family life-illness interfering with time 
spent with spouse and role as parent, causing problems 
with marriage, being away from home. Also stress, poor 
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recall, and expectations and support from members of .the 
medical staff. Modifications of personal habits-such as 
diet and alcohol consumption-appear to be the hardest to 
follow. it is difficult to crave for foods not allowed 
in the diet, limit 1iquids/f1uids, and to follow the 
complicated regiment/instructions. Cummings et al comment 
that in chronic disorders the length of time of treatment 
is negatively associated with compliance. That is, the longer 
the treatment, the poorer is compliance. Naturally, provisions 
should be made for individual differences and varied envi¬ 
ronments . 
i^ citing the monumental" work of Sackett and Haynes, 
Chillag (1980) mentions over two hundred determinants of 
compliance investigated, such as: age, sex, marital status, 
socioeconomic status, knowledge of disease being treated, 
income, psychologic factors, severity of illness, duration 
of therapy and disease, number of medications, side effects 
of drugs, pain, anxiety, stress and cost. This particular 
cost factor among the elderly and minorities with chronic 
disorders is very significant in Chillag's work and makes 
it an excellent reference. 
Other important factors that influence non-compliance 
are: long waiting periods, lack of accessibility to health 
facilities, transportation, child care services, work 
schedules, embarrassment from public display or from 
insertion of instruments, failure to involve the patient with 
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treatment, race, ethnicity, language, culture, rurality, 
urbanity, migration, acculturation, unemployment, and 
poverty. 
Poverty makes a tremendous difference in the perception 
of illness, the need for medications, and the duty to comply. 
Susan Hopper (1981) expresses the impact of lifestyle changes 
on meals, physical activities, family roles, and unemployment 
among lower socioeconomic groups. Her study is thorough 
and valid; it portrays the stigma of dependence and despair 
caused by unemployment. The individual feels worthless, with 
little hope or desire to attempt any measure of change in 
lifestyle. The cost involved in a diet of fresh fruits for 
the diabetic patients in her study account for the lack of 
complying with diet restrictions and additions. As Hopper 
states, the perception of symptoms among lower income 
individuals differs from middle-class clients. She says: 
Among lower income individuals one-half 
to two thirds usually feel sick or have a 
set of symptoms that make them feel less 
healthy than their children or than their 
parents or grandparents at a comparable 
age. 
(Hopper: 12, 1981) 
Yet these individuals were considered "incapable of 
complying" by their practitioners. As explained under 
"The Health Care Provider," before prescriptions are given 
or changes in lifestyle are recommended, the available 
resources of the patient must be known by the providers. 
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Changes should not be based solely on provider's 
expectations particularly in the case of the poor. 
Becker (1976) also agrees with the importance of the 
relationship between provider and patient. He suggests 
a "health beliefs model," which takes into account the 
perception of the individual about his susceptibility to 
the severity of the disease and his resources-particularly 
the influence of the family. m carefully reviewing and 
statistically analyzing a variety of compliance studies, 
Becker comments: 
In attempting both to discover and better 
understand the determinants of patient 
compliance behavior, hundreds of investi¬ 
gations have been undertaken, ranging in 
emphasis from medical and economic consid¬ 
erations to dimensions which are mainly 
demographic, socioeconomic, sociocultural, 
personal and motivational, geographic, 
organizational, and social-interactive. 
(Becker: 96, 1976) 
But the most important/critical problem in the treatment 
of disease in Becker's opinion is "obtaining the patient's 
cooperation with the required therapeutic program." 
That is compliance. 
Pawlicky (1982) also comments on the negative influence 
of non-compliance on the patient-provider interaction. 
He warns providers to remember that with the reduction of 
severe symptoms there is a change in the patient's behavior, 
with a lessening of the provider's influence and control 
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to dictate instructions. The patient/client must be 
made aware that taking medication is a way of helping 
eliminate symptoms entirely--not just temporarily-and 
to avoid possible complications. Pawlicky suggests that 
more studies should be undertaken to ascertain factors 
affecting compliance/non-compliance, but that consideration 
of the environment should be stressed as a very important 
factor. 
Another factor that should be considered is illiteracy, 
since many of the well-intentioned studies and recommendations 
fail to take into consideration the millions of illiterate 
individuals who may want to follow directions and comply 
but do not have the skills to do so. Of course this 
problem of literacy is compounded when monolingual Hispanic 
individuals are involved; the situation then is much worse. 
It does contribute to feelings of hostility against "non- 
compliant" patients. (illiteracy is further discussed under 
"The Patient-Provider Interaction," which follows shortly, 
and on Chapter IV - Hispanics in the United States.) 
Because of the many factors that influence compliance/ 
non-compliance and the proliferation of studies with conflict¬ 
ing and arbitrary operational definitions, more strategies 
rather than studies are needed. Comparing compliance to a 
culinary delicacy, Haynes (1982) suggests the following 
recipe to achieve success: 
. . . we must continue to search for an 
elemental diet ... to nourish compliance, 
the contemporary compliance chef must con- 
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. in order to achieve compliance. 
• • • essential ingredients include reduc¬ 
ing waiting . . . using reminders for ap¬ 
pointments and medications . . . increased 
attention and supervision. . . modification 
he delivery of health services may be 
required before we can hope to achieve uni¬ 
form success . 
Following these recommendations, the most salient 
factor affecting compliance—the patient-provider interac- 
tion--will be examined next. The literature review will be 
followed by a discussion of the roles of patients and pro¬ 
viders . 
The Patient-Provider Interaction 
Interaction between patients and health care 
providers as whole human beings involves a 
communicative potential which by far exceeds 
the treatment of the disease. . . Holistic, 
loving, or humanistic health care is thus 
reflected in the manner in which a patient 
is regarded: he is a holistic human being 
with an interrelationship of mind/body/spirit, 
and he is more than a disease; the health 
care provider is more than a trained 
technician. 
(Adams, Bello, Chow and 
Martinez: 218, 1976) 
A Humanistic Model of Health Care is proposed by 
Diane Adams, Teresa Bello, Effie Chow and Laura Martinez 
(1976) reminding health providers that it is not enough 
to be efficient and scientific, but that the healing 
process requires interpersonal communication--warmth, 
empathy, understanding, care. The patient-provider 
interaction thrives on communication, respect and trust. 
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The importance of the patient-provider interaction 
in health and medical care was thoroughly discussed ir an 
issue of the Journal of Social Issues (Winter 1979), entirely 
devoted to interpersonal relations in health care. The 
issue editors, Robin DiMatteo and Howard Friedman, quoted 
frequently throughout this work, emphasize the need for a 
more humanistic and holistic approach in health care, 
stressing the role of interpersonal relations as "real 
medicine," while underlining the importance of both verbal 
and non-verbal communication in health care. This communi¬ 
cation is essential in the patient-provider interaction. 
Di Matteo states: 
There is evidence that the quality of the inter¬ 
personal relationship between the physician and 
patient can significantly influence the outcome 
of treatments that may appear to depend solely 
upon technical factors. . . A number of studies 
reveal that patients clearly desire a good 
rapport and clear communication. . . and when 
they receive it, they are less likely to turn. . 
to quacks and charlatans or to bring medical 
malpractice suits. 
(DiMatteo: 17, 18; 1979) 
Stone (1979) also mentions a power and control conflict 
in the patient-provider interaction--a real struggle. He 
states that each patient has his/her own expectations, 
goals and constraints. In particular, patient expectations 
deal with the preservation of self-respect, limitations 
on invasion of privacy, cost containment, and also the need 
for dependence and nurturance. Stone is one of the authors 
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that is not in agreement with the concept of "the patient 
as a partner," or the patient as a decision-maker. He 
mentions that the Mutual Participation Model is foreign 
to medicine, and is not appropriate for all patients, 
especially "children, or persons who are mentally deficient, 
very poorly educated, or profoundly immature." This view 
seems to coincide with that of other authors mentioned 
under different sections of this work, concerning decision¬ 
making. in certain cultures, like that of Hispanics, 
decision-making, especially in health matters, is not 
expected of the individual. The family has a great input. 
Often, in the lower socioeconomic groups, patients expect the 
provider to fulfill the role of expert and authority figure-- 
rendering a service that is expected. (This view is further 
discussed in the Quesada article, mentioned below.) 
Another example of the patient-provider interaction as 
a struggle for power and control is an article by Hayes- 
Bautista (1976) concerning a study of 200 urban Chicano 
patients in the San Francisco Bay area. Hayes-Bautista 
mentions several levels of "deals" on the part of the 
consumer/patient. These deals may be also called "bargains" 
that help to cope with the "power-control" conflicts among 
patients and providers. Patients develop tactics to gain 
control over their treatment and by not complying with the 
regimen. This is a recount of incidents of patient-provider 
interaction as perceived by patients. In extreme cases 
patients will resort to termination of treatment to 
exert control. Actually the patient attempts to exert 
some control in order to modify a treatment that is 
perceived as unsatisfactory. Hayes-Bautista warns the 
reader not to consider every incidence of non-compliance 
a struggle for control, but as a possibility for a model 
of patient behavior. 
Quesada (1976) speaks about a "patron-peon" dependency 
syndrome, when the patient does expect the expert to 
provide treatment "in some kind of authoritative fashion." 
Quesada discusses problems encountered by Mexican Americans 
concentrated in California, Arizona, Colorado, New Mexico 
and Texas. His paper addresses problems of communication 
affecting the health care of that group. He mentions that 
Mexican Americans, or Chicanos, not only find themselves 
as speakers of a foreign language in an English-speaking 
country, but are also part of the lower socioeconomic group— 
"with all the cultural values that this implies." Because 
of this language difference there are problems, Quesada 
says, since people assume that by knowing the Spanish language 
patients can be helped and the patient-provider interaction 
enhanced. Not so, says Quesada. A knowledge of the culture 
is important. He says: 
It has been said repeatedly that Mexican 
Americans and other Latin Americans have much 
more paternalistic dependence. In other 
words, the average man will establish 
different "patron-peon" relationships for 
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different areas of activity. But 
those relationships even when dealing with 
peons cannot lose a tone of respect or 
dignidad". . . In the case of mental 
health care delivery, doctors can be perceived 
as patrons." Some indigenous people may 
want to establish their customary "patron- 
peon" relationships, but these disintegrate 
because of the lack of sensitivity of the 
prof e s siona1s. . . 
(Quesada: 324, 1976) 
Quesada speaks about perception of symptoms influenced by 
social class. Patients want to be relieved of pain now, 
immediately; these Mexican-Americans are interested in ' 
short-range therapy, not in preventing symptoms in the 
future. He warns providers of a lack of concern on 
the part of the poor for medically significant symptoms-- 
which rests in part on lack of information. He also 
mentions that because of lack of education poor individuals 
might react negatively to the insertion of instruments 
and other technological treatment. Therefore, providers 
must be aware of these cultural perceptions in dealing with 
poor Mexican Americans. Doctors, in particular, should 
provide more answers and not ask so many questions. This 
affects the doctor-patient-relationship, especially if 
the physician refers the patient to other specialists to 
confirm his/her diagnosis. The value of this paper is in 
its explanation of sociocultural, linguistic, familial, 
and health practices that may affect the patient-provider 
interaction--particularly in view of its discussion on 
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authority figures-and their influence in the health care 
of Mexican American patients in the lower socioeconomic 
groups. Quesada's paper does not generalize. It gives 
excellent references for providers to research and develop 
strategies for better compliance and communication between 
patients and providers. 
Inui, Carter, Kukull and Haigh (1982) discuss "face- 
to-face" interactions between patients and providers fostering 
communication and patient compliance with medications. They 
comment on the numerous studies undertaken on these personal 
encounters that are pivotal events in rendering medical 
care," from several disciplines such as anthropology, 
psychology, linguistics, operational research and clinicians. 
While reporting high rates of non-compliance with drug/medi¬ 
cation-taking, Innui et al give several reasons for the 
problems such as: because of stress the patient may simply 
forget or maybe does not hear the information; the provider 
may be too busy to supply enough information or make explana¬ 
tions; the patient may be too shy; or the prescription may 
be given to persons other than the patient. The authors 
also comment on the structure and tone of language in clinical 
encounters as being very effective in encouraging communica¬ 
tion and better compliance with drug/medication taking. 
Hulka (1979)also comments on the importance of the 
patient-provider interaction on compliance. Focusing on 
medication-taking and compliance, she explains that a great 
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Portion of what might be considered lack of compliance 
may actually be inadequate communication between the 
Physician and the patient. The physician may be actually 
unaware that the patient is not taking the medication, 
while the patient may be intimidated and may withhold 
information form the provider. Hulka states that there 
are four types of drug/medication errors: 
1. omission rate: 
2. commission rate 
proportion of drugs 
patient is not taking. 
proportion of drugs 
patient is taking, but that 
the physician is not aware 
of . 
3. scheduled misconceptions: proportion of prescribed 
drugs for which the patient 
did not know the correct 
sch edule . 
scheduled non-compliance: Pr°portion of prescription 
drugs taken by the patient 
for which the patient knew 
the correct schedule hut 
did not take as prescribed. 
Hulka suggests a single regimen, compatible with a patient's 
lifestyle in order to avoid errors. She also comments 
on the fact that the more drugs the physician prescribes, 
the more the patient omits. Also, Hulka says that when a 
patient shows a poor response to medication, the physician 
should first consider which drugs have been taken and how 
they have been taken, not only add more of the same or 
change to different drugs. 
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Citing the extensive literature that exists on 
compliance with therapeutic regimens, Hulka, Cassel, Kupper, 
and Burdette (1976) mention that rarely have researchers 
dealt with the role of the provider in non-compliance; 
there may be an incongruity between what the patient thinks 
he is supposed to do and what the physician thinks the 
patient is doing. Just as patients are supposed to be 
responsible for following doctor's instructions (compliance) 
then it should be the providers' responsibility to "know 
if and how often the patient takes the drugs." This 
interaction is termed "physician-patient concordance" by 
Hulka et al. (This suggestion of "concordance" rather 
than "compliance" is rather appealing, but was not noticed 
again in the health literature researched for this work 
except in the Miller £1979^ article). Therefore, in 
dealing with cases of non-compliance in medication-taking, 
providers must suspect communication problems, especially 
among patients with chronic conditions who are frequently 
confronted with multiple drugs and changing drug regimens 
(Hulka et al: 847, 1976) . 
Professor John Mazzullo (1976), a physician and 
toxicologist, also agrees that it is the responsibility of 
the physician to see that prescriptions are taken properly 
by the patient. He warns about patient confusion, drug 
ineffectiveness, and toxicity with medications. Mazzullo 
says that prescriptions must be written legibly, accurately. 
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and clearly in order to avoid problems • • 
prooiems. Also, misinterpreta- 
ti°nS arlSe Erom <=«eless use of words and phrases, like 
the word "evening. -Take one tablet at breakfast and Qne 
in the evening." Is this before, after dinner, at bedtime- 
when? Mazzullo suggests "every 12 hours." He also complains 
about poor penmanship of providers that may be easily misread 
by pharmacists and nurses. Mazzullo mentions patient education 
and comprehension as important factors in the patient- 
provider interaction basic for quality health care. He says 
But the process of educating the patient 
is crucial to establishing the close work¬ 
ing relationship between physician and 
patient that is the "sine qua non" of 
optimal care. . .Knowing the patient's 
habits and intructing him about his 
therapy in terms of those habits, 
the prescription can serve as a 
starting point for patient education. 
(Mazzullo: 29, 1976) 
In a local article (Springfield Union - 3/21/83) 
Dr. Bruce Woolley, professor of applied pharmacology and 
therapeutics at Brigham Young University, is quoted as 
saying that the physician, the patient and the pharmacist 
have a responsibility in handling prescriptions. He also 
agrees that prescription labels are not specific, like 
"Take four times daily." Awake or during a 24-hour period? 
The article mentions that Americans spend about 286 billion 
dollars annually on health care costs, and that part of this 
money is wasted. Citing the Boston Collaborative Drug 
Surveillance Study, it is stated that there is a drug related 
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death for every two hundred people that are hospitalized, 
while the nation's health bill for hospital days devoted 
to care of drug-toxicity patients is in excess of 3 billion 
dollars for one year! The article criticizes the United 
States for being a drug-orlented society, with people 
demanding prescriptions for any health condition. Part 
of the blame must be shared by the media, especially 
television. The fact remains that the communication channels 
between patients and providers is faulty, which reflects 
in the patient-provider interaction. 
Barbara Roter (1979) also emphasizes the patient- 
provider relationship as "the variable most consistently 
related to patient compliance." She cites that among the 
caring functions of providers that are identified by patients 
as the most important aspects of their treatment are: 
a) personal contact b) communication c) concern. Roter 
speaks about "unilateral decisions" on the part of providers-- 
particularly surgeons — insensitive to psychosocial needs — 
dominance through default of patient--when patients fail to 
request information about their treatment. Furthermore, 
Roter also mentions a lack of communication between providers 
and patients that is even expected--due to the traditional 
passivity and powerlessness of the individual in the sick 
role. There is a need to resocialize the provider and educate 
the patient/consumer through a philosophy of patient 
activation. This is a characteristic of health education. 
The activated role of the patient is encouraged by Roter 
as an important factor in the patient-provider interaction 
from a consumer perspective. (Roter-s paper, winner of the 
1977 Beryl j. Roberts Memorial Award, is an excellent 
reference source-perhaps among the best in the literature 
of compliance and the patient-provider interaction.) 
However, there are some problems with her recommendations 
about written instructions, and patients being given a copy 
of the clinic telephone numbers as well as pamphlets "to 
take home for further reference." What is not taken into 
account is that there are around twenty to twenty-five 
million functionally illiterate adults (Kozol, 1980; Hunter 
and Harman, 1979) in the United States who are unable to 
read, count, and/or comprehend written materials. These 
individuals cannot understand their health providers' instruc 
tions either verbal or written—cannot write, and are too 
intimidated to request more or simpler explanations and 
instructions. The limited vocabulary of the illiterate/ 
functionally illiterate patient may not facilitate compliance 
Probing and questioning gently may alert the health provider 
to the understanding or lack of understanding--or even 
misunderstandings--of certain health instructions. This 
certainly contributes to "doctor-shopping," patient disatis¬ 
faction, and patient non-compliance. 
Grudner (1981) comments on the readability of surgical 
consent forms. The study explains how five representative 
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surgical consent forms were analyzed with two standardized 
readability tests. All forms were written for upper- 
division undergraduate or graduate student levels, four 
at the level of a scientific journal, and the fifth one 
at the level of a scientific academic magazine. The 
implication? Most of the patients undergoing surgery 
did not understand their consent form. No wonder patient 
trust is eroded and patient compliance is many times 
replaced by malpractice suits! If the patient understands 
the provider's instructions and diagnosis, then there 
is no reason to run to the nearest emergency room for a 
second opinion and perhaps better treatment. This is an 
every-day happening in local communities, particularly among 
Hispanics who are used to receiving personalized, simple, 
rather low—cost health care from Span!sh —speaking providers_ 
sometimes folk—healers and traditional medicine experts. 
If the non-Spanish-speaking provider does not reach them, 
and the language barrier persists, many of these monolingual 
patients will flock to the emergency rooms where there are 
usually bilingual health workers. Therefore, it is very 
important that instructions be given in simple, comprehensive 
terms, or that competent bilingual interpreters be utilized. 
This will result in a better informed and satisfied patient, 
patient trust, patient compliance and cost-containment-- 
very important in the patient-provider interaction and quality 
health care. 
As to "the language of medicine," Bernard Barber 
(1979) comments on the problem as follows: 
If we turn from assertion to research 
evidence we can usefully look at two 
sets of investigations. One has to do 
with the different vocabularies of illness 
and health that patients and doctors 
use; they often do not speak the same 
language in dealing with one another. 
The other has to do with a problem 
defined by doctors as interfering 
with successful treatment of disease, 
the problem of noncompliance by the patient 
with the regimen prescribed by the doctor. 
Both of these sets of research evidence 
give us a better understanding of 
patterns and determinants of language 
and communication behavior between 
doctor and patient. 
(Barber: 119-120, 1979) 
Barber further states that the problems of non-compliance 
have become even more serious since the end of World 
War II, after the invention of antibiotics, and the 
use of specific and effective remedies such as diuretics 
and psychoactive drugs, "all of which make compliance 
by the patient a more consequential matter." However, 
Barber continues, the problem of not taking medicines — 
non-compliance with drug/medication taking--is not a new 
phenomena, but "may be as old as medicine itself." 
Shuy (1978) cites problems in crosscultura1 interviews, 
how providers control the situation, and the intimidation 
of the patient while the medical history is taken, "even 
to the extent of offering false information." Shuy 
further explains that language issues have emerged when 
dealing with women, minorities, and the elderly. fortunately, 
the language rights of patients who do not speak English 
beginning to be recognised in some hospitals. Urging 
an improvement in the provider-patient interaction through 
better communication, shuy recommends: "One place to begin 
is by comparing how language is actually used with how it 
could be optimally used. Medicine is a critical area of 
language and public life." 
Patient perceptions, and the concerns of health providers 
towards patients' feelings influencing levels of compliance 
are effectively discussed in an article by Falvo, Woelhke 
and Deihamn (1980) . The authors state that "those patients 
who perceived strongly that the physician had considered their 
feelings and concerns had proportionately higher compliance 
rates." Falvo et al recommend a more humanistic approach 
to the present technological approach to health care. They 
mention that the patient-provider interaction is enhanced, and 
compliance with the therapeutic regimen occurs if patients a 
given clear explanations, with a friendly attitude--consider- 
ing their feelings and concerns in making recommendations for 
treatment. However, Falvo et al caution providers that since 
every patient is different, levels of information may differ; 
some may want more information than others. Individualizing 
patient health care by listening to patient's concerns is 
very important. This skill on the part of the physician to 
recognize individual differences must be taught in medical 
school. The authors say: 
Behavioral scientists and others involved 
in medical education, therefore, share 
increasing responsibility for incorporat¬ 
ing material into the medical curriculum 
that would better prepare future 
physicians for their role. 
(Falvo et al: 188, 1980) 
Finally, Alan Harwood (1980) emphasizes the role of 
communication and personalized care in the patient-provider 
interaction and, consequently, compliance—particularly 
among Hispanic patients and Anglo health providers. Harwood 
says, "that the interactional and communicational aspects 
of the provider-patient relationship have no small impact 
on compliance." Writing about the two largest Hispanic sub¬ 
groups in the United Sates--Mexican Americans and Puerto 
Ricans--Harwood mentions factors that may affect health 
behavior, such as: social class, degree of acculturation, 
ethnicity, language, the roles of the family and culture, 
personalization in treatment, and poverty among others. 
Harwood then suggests some strategies that must be 
observed by providers, to ensure compliance, such as: less 
complexity of the medical regimen; less expensive prescrip¬ 
tions and treatment; awareness of the interdependence of the 
individual and the family; understanding modesty and knowledge 
that discussion of sexual matters between the sexes is taboo; 
awareness that there is a concern about blood tests--how 
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much is being taken and what will be done with it; necessity 
of finding out if folk healers are also treating the patient 
and what medications are used in order to avoid synergistic 
effects; need to be familiar with herbs and folk remedies; 
not ridiculing folk diagnosis and beliefs; avoiding unrealistic 
expectations; identifying family members-authority figures 
in the network—to influence compliance in chronic disorders, 
particularly when no symptoms are present; importance of 
language ascertaining the level of comprehension of patient's 
English or of person accompanying patient; and making sure of 
the competence of hospital translators. The list is long 
and very important, but above all the strategies to improve 
the patient-provider interaction is the importance of patient 
education informing the patient about tests, procedures, side- 
effects and treatment—making sure the patient understands. 
The above suggestions are made by Harwood under the 
Chapters on Mexican Americans, and Puerto Ricans. For this 
latter group Harwood adds the classification of "The Hot and 
Cold Theory of Foods and Medications — among less accultured 
individuals — and its implication for better compliance and 
patient health care. Furthermore, Harwood also mentions the 
over-utilization by many Puerto Ricans of the emergency room, 
with the advice to providers that these ER users probably have 
no family physicians and must be advised of clinics and other 
facilities for continuity of care. In his conclusion on the 
health of Puerto Rican Americans, Harwood states that the 
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basic problem is the poverty of the sub-group, with the 
sequel of inequalities affecting health. He says: 
Clinicians who care for Puerto Rican patients 
by and large treat the somatic effects of social 
and economic inequality. . . low income, 
substandard housing, and poorly designed 
medical services, contribute significantly to 
both the epidemiology and medical usage patterns 
of this ethnic group. 
In these encounters Puerto Ricans’ cultural 
conceptions of illness and treatment, their 
language preferences , their habitual patterns 
of social interaction, and their expectations 
of medical care are all pertinent to the 
therapeutic outcome. 
(Harwood: U67, 1980) 
In considering intraethnic, intracultural variations 
and similarities among Hispanics in the United States and 
their implications for patient compliance and the patient- 
provider interaction, Harwood has been an invaluable source 
of reference for this work. Separate sections on Providers 
and Patients will be reviewed next; hoping that both sections 
will aid in improving the patient-provider interaction among 
Anglo health care providers and Hispanic patients. 
The Health Provider: 
. . . But clearly there is something wrong 
with the capacity for sensitivity of the 
system and many of the health care workers 
in it. . . doctors are being trained more 
as indifferent technicians than compassionate 
professionals. . . But the physicians are not 
the only ones to blame. They are far outnum¬ 
bered by nurses, clerks, secretaries. . 
and still others. . . careless and callous. . 
moving your body along as if it were being 
loaded on a ship hy longshoremen. . . using 
language you don't understand, or revealing 
intimate details about your life history or 
finances in a crowded office where everyone 
can overhear. 
(Lawrence K. Altman, M.D.: E-7 
1983) 
The above excerpt--rather long, but invaluable, must be 
read as a professional exercise in consciousness-raising 
in the health field. The fact that Altman is a physician 
makes it even more interesting. He says that "even doctors 
themselves, when they become patients, fear the vulnerability." 
But Altman also states that because of the technological nature 
of modern medicine, treatment becomes more impersonal and 
dehumanizing. 
As mentioned in the Introduction of this work, the 
operational definition for health provider will be extended 
to every member of the health team in health care settings-- 
doctors, health educators, social workers, and other health 
professionals and paraprofessionals, including secretaries, 
hospital volunteers and even religious leaders. Altman 
emphasizes the responsibility of all health workers in dealing 
with patients. It seems that the "professional distance" 
has been carried to an extreme. The lack of personalization 
and warmth affects the patient-provider interaction. 
Psychiatrist Arthur Kleinman (1981) calls this approach 
"the veterinary tendency in modern medicine." He make? a 
distinction between the terms "illness/sickness," as perceived 
by the patient, and "disease," as perceived by the provider. 
Kleinman says that "illness" may—often does—occur without 
disease. He also states that half of the time visits to 
doctors are for ailments without any clear biological basis. 
Furthermore, Kleinman reports that dissatisfaction with 
quality medical care results in malpractice suits—a trend 
in many industrialized societies. Blaming Western medicine 
for the failure to focus on patient’s illness, Kleinman 
suggests the folk healer model based on the findings of a 
humanistic model of medicine, in which the patient's feelings 
and beliefs are considered. 
It seems unfair to blame Western medicine—also known 
as scientific, modern, orthodox, cosmopolitan, mainstream 
medicine—for insisting on a biological or "germ theory" basis 
for health conditions, since cosmopolitan medicine is based on 
such a premise. As Pawlicki (1980) has stated: 
The medical profession. . . has based 
treatment upon a medical model in which 
the focus is upon underlying causes. . . 
The medical professional is trained to 
utilize an empirical model concerning 
matters of physical diagnosis. 
(Pawlicki: 25-27, 1980) 
That concept is known as the Parsonian medicocenter model, 
where the sick person or patient assumes the "sick role," 
is temporarily excused from daily activities, and is relega¬ 
ted to a status of dependency. The provider is then granted 
exclusive authority and control on behalf of the individual's 
recovery ( Honig-Parnass, 19&1)* 
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American sociologist Talcott Parsons (1958) defined 
sick role as that of a dependent, weak, "passive" and 
vulnerable individual, relying on the competent knowledge 
and training of the professional expert--with an obligation 
to get well-- and to further cooperate with the expert in the 
process of getting well (Ablon, 1981). Thus the concept 
of compliance is built in the Parsonian model, faithfully 
followed by cosmopolitan health providers. The roles 
of the expert and the patient in the Parsonian model are 
described by .Stone (1979) as follows: 
. . . the patient comes with symptoms; the 
expert gathers further data by questions, by 
observations, and by test procedures. The 
problem that the patient brought is then 
given over to the physician. When the physician 
has concluded that there is a treatable condition, 
the patient is, more often than not, relegated 
to the role of passive observer,occasionally 
being called upon to provide still more 
information or to submit to still further tests. 
(Stone: U T, 1979 ) 
Because of a better informed patient, the "consumer revolt," 
and the legal implications of the doctrine of informed consent, 
the Parsonian model is being analyzed and evaluated at the 
present time, with outcries for a "redefinition of the traditional 
medical models of the patient-physician relationship" (Roter: 
282, 1977 ) • The model was adequate for acute and infectious 
episodes of illness, where the patient had to rely on the 
knowledge and expertise of the provider for the resolution of 
a critical incident. However, in modern times, where antibiotics 
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have somewhat changed the process of infections, and that 
"life-style" conditions rather than acute illnesses have 
become more prevalent in industrialised societies, the 
Parsonian model must be revised and/or replaced. 
Explaining the use of the Parsonian model in "middle 
class" American Society, (Ablon, 1981), states that the 
model is not applicable for mental disorders, chronic con¬ 
ditions, or-for certain subcultural groups. Implications 
of using this model for treating the poor, the old, the 
very young, and minorities are overwhelming. In those cases 
the model doesn't work. 
Hopper (1981), commenting on the limitations of the 
theory, states that it makes sense in the USA because of the 
emphasis on values of "responsibility, activity, achievement 
independence, but not in cultur es / so ci et i e s where the 
sick role" is perceived differently. She states that the 
theory is not applicable with: 
illness not serious enough to reduce 
activity, with incurable illness, with 
illness not leading to medical consultation, 
and with those that occur among working 
class peasant, and non-Western populations, 
among at least some of which being ill in 
a socially acceptable manner does not 
require professional legitimation or 
consultation. 
(Hopper: 11, 1981) 
In other words, the medicocenter model does not apply to the 
poor and the needy, the old and the destitute. Yet, medical 
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education is still based on the classical Parsonian model. 
(Fortunately, as will be examined later, this approach to 
medicine is being -revised and a more humanistic, anthropo¬ 
logical approach to health care is being emphasized. There 
is a movement among humanistic-oriented providers to change 
this trend. - Appendix G) 
DiMatteo (1979) has reported that in order to maintain 
and develop the technical excellence of modern medicine, 
medical students are selected maily for their scientific 
abilities with little recognition for what has been known 
as "the Art of Medicine." Gone are the days when doctors 
knew their patients as part of their communities, made home 
visits, and had the time for more chats and amenities with 
their patients/clients. 
Smith (1980) attributes this to fragmentation and 
specialization of the profession due to expansion of medical 
institutions. Technological advances, urbanization, popula¬ 
tion incre ases,and the demand for more specialized services, 
have compounded the communication problem, altering the nature 
of the patient-provider interaction. Differentiation and 
specialization of medical roles-, with a proliferation of 
paraprofessional technicians, have resulted in a powerful 
industry in the United States. Unfortunately, the anonymity 
of the patient has taken place, with a consequent lack of 
communication and increases in patient non-compliance. 
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Particularly among minorities and rural people, where 
personalization and individualized health care are not only 
expected but demanded, opposition to impersonal approaches on 
the part of care providers may be reflected inthe under¬ 
utilization of health care facilities. 
Berry, Kessler, Fodor, and Watto ( 19 8 0 ) in their report 
on intercultural communication for health personnel state the 
need for more training of providers in the background of their 
patients/clients in order to understand patient's perceptions 
of health problems. These authors comment that: 
While language differences between patient 
and practitioner may cause misunderstandings, 
other communication differences may also be 
present. . . the ethnocentric attitudes of the 
Anglo practitioner may affect the Hispanic 
patient's perception of the health care 
environment. . . The lack of interpersonal 
conversation with Anglos as compared to 
Latinos may be perceived as impersonal and 
may be insulting to the Latino. 
(Berry et al: 3, 1980) 
It may seem unfair to expect the provider to learn not 
only cultural traits but also languages. However, in this 
multicultural, multiethnic society, especially in urban settings 
where physicians and other health providers prefer to practice, 
patient needs must be satisfied. If compliance is to occur, 
practitioners must learn the backgrounds of their patients, 
their health beliefs, values, expectations, and their past 
experiences in health settings. Learning just a few phrases 
in the language of the patient may introduce the provider to 
the reality of the patient. Good interpreters, trained 
m language and culture will help, but non-verbal communication 
is sometimes more effective than words. Besides, "medicalese" 
is a language by itself and it is not only the non-English 
speaking patient/client who needs the benefit of interpersonal 
communication—it is every patient who feels helpless and 
confused because of the stress of his/her condition. 
Saunders (195*0 while urging providers to learn about 
the culture and the language of Hispanics in the Southwest, 
in order to increase patient compliance and provider satisfaction 
appeals to the professional honor and good will of providers. 
Saunders encourages Anglo professionals and officials to 
become sensitive to the implications of cultural differences 
of the specific group with which they are working. He suggests a 
more satisfactory relationship if the authority figure asks 
the patient "specifically where he was born, where has he lived, 
how much schooling he has had, and where, he has received it, where 
he has worked and at what jobs, how well he knows English, to 
what social class he belongs, what religion he professes, and 
similar types of information." In short, Saunders is talking 
about the importance of a good medical history in order to become 
acquainted with the patient/client. Saunders continues: 
Such knowledge, although not of absolute 
predictive value for an individual, might 
help to explain such behavior as nonattendance 
at clinics, failure to have children immunized, 
the use of laymen or marginal professionals 
in the treatment of illness, reluctance to enter 
or remain in a tuberculosis sanitarium, leaving 
a hospital against medical advise, the copper 
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bracelets to ward off disease-even 
during hospital confinement--and similar 
actions and attitudes that are puzzling 
from an Anglo point of view. 
(Saunders: 98-99, 19 5 U) 
In other words, Saunders is describing non-compliance 
among Hispanics and suggesting strategies to improve patient 
compliance and the patient provider interaction. 
Therefore it is very important to introduce health care 
providers to an "introspection exercise of ethnic/cultural 
identify — suggested by Suzuki ( 1982)— and included as part of 
this work under Appendix F. But before attempting to interact 
with patients, providers must know their own backgrounds and 
ethnic roots. This is true of teachers and health educators 
in particular. Cultural sensitivity must start with the 
provider and only then can it be effective as a service to 
patients/clients. 
In closing this section on providers it is important 
to recognize that factors affecting compliance can be generalized 
and applied to foster quality care with patients of diverse 
backgrounds. A brief section on patients in general is presented 
next, followed by two chapters on the patients chosen in this 
work: Hispanics as a group, and Puerto Ricans as a sub-group. 
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The Patient: 
Until recently, the individual has felt 
helpless in his role as patient--and small 
wonder. Stripped of his individuality, 
as well as his belongings, he is thrust 
into an alien environment where he has little 
control over what happens to him. He is 
surrounded by unidentified faces and 
unindentifiable equipment. His privacy is 
invaded, his dignity lost. He hesitates 
to cqmplain or criticize because of fear 
of reprisals. . . Underlying all this is 
his fear for his health and even his life. 
(Kelly: 26, 1976) 
Kelly's description of an individual in the role of 
"patient" may perhaps sound a little exaggerated, but conforms 
with some of the perceptions of individuals in different 
health settings--especially those patients/clients that 
are hospitalized or institutionalized. The "sick" role 
casts the individual in a passive, vulnerable, and compliant 
role. Particularly in the so-called "Western" medicine system, 
(also called scientific," modern," "orthodox," "cosmopolitan," 
and "mainstream" medicine--as was explained in the previous 
Section, under "The Health Provider")) the ailing individual 
assumes a dependent role, abdicating power and control to the 
"expert," or authority figure, the provider. Mainly, this 
"authoritarianism" is usually reserved for physicians, but may 
be extended to any other health care provider. 
Patients that are non-compliant are considered "immature," 
"paranoid," "hostile towards authority figures," "impulsive," 
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and "obsessed with 'dependence'" (Komaroff: 833, 1976); 
"bad," "suspicious," "reactant" (Taylor, 1976); "recalcitrant," 
defaulter," "difficult," "unreasonable," and "demanding" 
(Powers and Ford, 1979). Taylor describes the "bad patient" 
as : 
. . . not seriously ill but complains 
and demands attention anyway. This patient 
often plays a consumer role insisting on his/ 
her rights as a patient especially the 
"right to know". . . insistence on autonomy 
. . . right to be well informed. . . While 
a minority, their numbers are substantial 
enough to constitute a major medical problem. 
’ V 
(Taylor: 162, 17U; 1979) 
In contrast, patients that are compliant are "good," 
"cooperative," "undemanding," and "accepting" (Powers and 
Ford, 1979). 
Taylor (1979) discusses the problems faced by patients 
in hospital environments, with "depersonalizing" effects 
on the individual, loss of freedom,and control. She explains 
that this depersonalization of the patient is done through 
routine treatments, little information, bureaucracy in 
hospitals, and routine procedures. Both the "good" and "bad" 
patients may sustain health risks; the "good" patient because 
of anxiety and/or depression and helplessness, and the "bad 
patient" through "reactance"--an angry reaction against "the 
abrupt and seemingly arbitrary withdrawal of freedom." Taylor 
suggests that seventy-five per cent of hospital patients 
are thus socialized, while the remaining twenty-five percent 
58 
become part of the statistics of "difficult," reactant 
patients who insist on retaining control and wish to be 
treated as informed consumers of health care. These patients, 
remarks Taylor may be medicated, tranquilized, even discharged 
prematurely to get rid of—and may actually run health risks. 
But Taylor also states that "good" patients may feel helpless, 
often angry and irritated, which may result in stressful 
situations actually detrimental to their recovery. D'Onofrio 
(1980), citing incidents of unnecessary surgery, prescription 
of drugs, and diagnostic inaccuracies, suggests that "bad" 
patients get better quicker. 
Weintraub (1976) also justifies the behavior of some 
non-compliant patients in omitting medications and procedures 
because of adverse side effects such as nausea, headaches, 
sleepiness, nosebleeds, financial considerations, and fear 
of too much medication--among other valid reasons. He 
differentiates between "intelligent non-compliance" and 
"capricious compliance." Weintraub, however, is also critical 
of those patients who take unnecessary, many times serious, 
and even fatal risks by not following their physicians' 
instructions with medications, thus "failing to achieve the 
therapeutic benefits of necessary drugs, aside from the high 
costs involved." But Dr. Weintraub also warns colleagues 
about an overreaction to patient compliance and drug efficacy 
as follows: 
Underlying the brouhaha over compliance is the 
physician's belief that the dosages and dose 
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schedule prescribed and the agent chosen 
are the most appropriate for the patient 
and for the disease process being treated. 
Such confidence in our diagnostic and 
therapeutic acumen imparts an aura of 
physician omniscience. Imperiously 
assuming that our designated therapy, 
taken as prescribed, is the sole cause 
for patient improvement. . . dangerously 
oversimplifies the complexities of 
therapeutics' and patient compliance. 
(Weintraub: 4o, 1976) 
Weintraub suggests tailoring ther'apy to individual patient 
requirements and characteristics, and better communication 
between patients and providers. 
The need for "activating" the patient and redefining 
the traditional Parsonian, medicocenter model (mentioned 
under the previous Section, "The Health Provider,") is now 
being encouraged by a more informed consumer, the doctrine 
of informed consent, patient rights and innovations in the 
self-care movement (Roter, 1976); (Squyres, 1980); "the 
revolt of the patient" (Annas, 1978; Altman, 1983); and the 
adoption of alternate sources of health care (Kleinman, 1981). 
These innovations are reflected in the Kelly quotation, cited 
at the beginning of this Section, "Until recently. . ." 
This is directly related to the doctrine of informed 
consent and the right of the patient to be competently informed 
about his/her condition. This "right to know" and the educa¬ 
tional default of health providers is explained by Rosemberg 
(1976) as a failure because of the lack of carefully planned 
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health education programs to instill adherence—"uncoordinated 
efforts of individuals untrained in educational principles, 
methodology, or educational research." Rosenberg further 
states: 
‘ ^^ short, patient and family education 
if provided, is usually on an incidental, 
accidental, ad hoc basis. . . the patient who 
does not take his medication as prescribed, 
does not adhere to a special diet, does not 
maintain an exercise program, etc. Health 
professionals must not forget that the 
physician no longer makes decisions once 
he or she has prescribed. . .The patient 
makes decisions regarding adherence and in 
order for him to correctly make his decisions, 
he needs to know not only what and how, but 
why, what, if, what if not, etc. 
(Rosemberg: 95, 96; 1976) 
In this regard. Parry (1981) calls the right to know "a 
basic human need; the right to know when you are sick, what 
is happening to you, how it is happening, by whom, and 
under what condition of risk. . ." 
Issues of legal liability in patient education are 
discussed by McCaugrin. He warns providers that they must 
be sure that the patient understands the procedures, and that 
if there is injury to the patient they may be sued. McCaugrin 
says : 
Until and unless a patient understands the 
educational message, he or she is powerless 
to influence what happens or is done to his 
or her body. Thus if providers deliver 
information about contemplated procedures 
and treatments that the patient is unable 
to understand, the providers are in a legally 
vulnerable position if the performance of those 
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procedures and treatments results in 
injury to the patient. 
(McCaugrin: 2y 1981) 
However, McCaugrin also states that just as providers have 
duties and legal responsibilities, so do patients, and it is 
the duty of a patient "to follow the reasonable instructions 
and submit to the reasonable treatment prescribed by the 
physician" (McCaugrin: 4, 1981). That means that we are 
back to the compliant patient in the medicocenter, Parsonian, 
model. Compliance is built into the model. But patients are 
seldom told about their rights or responsibilities in medical/ 
health settings—specially about financial matters. Since 
this paper focuses on patients that are mostly monolingual 
Spanish-speaking individuals, unskilled, poor, young, and 
rural, and mainly Puerto Rican, it is very probable that they 
not be aware or they will not have been told of their 
rights and responsibilities in health settings due to language 
barriers. Therefore, recommendations of a participatory role 
of the patient in his/her own treatment, decision-making, and 
the role of the patient as partner/participant and manager of 
his/her own health care may be controversial. While several 
concerned health professionals (Hefferin, 1976; Bowler, 1976, 
Moriski and Deeds, 1980 ; Powers and Ford, 1976; Mazzullo, 
1976; Roter 1976; Gunter Hunt et al, 1978; Saunders, 1954; 
Hayes Bautista, 1976; and D'Onofrio, 1980--the "participatory" 
role of the patient in health education--.) recommend an active 
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patient participation, it will be important to listen to 
other authors . 
Stone (1979) and Rund and Krause (1978), join Quesada 
(1976) and Alvarado (1978) in questioning the decision-making, 
mutual-participation theories proposed by well-meaning, kind 
mostly middle-class or middle-class oriented health workers. 
As mentioned under "Hispanics" and "Puerto Ricans" there 
are some cultures that do not consider it a stigma to be 
dependent or interdependent--in the Hispanic case—on the 
family. As Quesada (1976) and Hayes-Bautista (1976) so 
eloquently express it, Hispanics (mostly the members of lower 
socioeconomic sub-groups) are quite concerned about making 
decisions without the family input. Therefore, "informed 
consent," "the right to know," and "decision-making" behaviors 
may be more popular among middle classes in the United States. 
The poor, the uneducated, the newly arrived Hispanics 
may be unable to exert those rights because of serious 
barriers to their health, such as: language, culture, 
acculturation, illiteracy, migration, rurality, uenmployment 
and poverty in general. These are the real victims that must 
be helped, but within the context of their own culture and 
familial traditions. These individuals, mostly monolingual 
are described as: 
. . . Health statistics highlight the fact 
that poorer populations, often non-white 
ethnic groups, experience also poorer health 
than other segments of society. Disenfranchised 
from many benefits .and services of society 
by their poverty and ethnic identities, persons 
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of these populations from their first 
help-seeking experience, enter the 
medical system as stigmatized patients. 
(Abion: 7, 198l) 
This is a very important factor in the patient-provider 
interaction. How to deal with "problem patients," "hateful" 
and disliked patients. Elizabeth M. Hooper et al have 
addressed this problem under the title, "Patient Character¬ 
istics that Influence Physician Behavior" (1982), a realistic 
factor in the patient-provider interaction. These authors 
mention "empathy behaviors significantly higher with Anglo- 
American than with Spanish-American patients," and add 
that 
. . . On the whole, then, well-groomed, elderly 
Anglo-American women received the highest rated 
physician behaviors, while disheveled, young 
Spanish-American males received the lowest 
rated behaviors. . . 
(Hooper et at: 636, 1981) 
Furthermore in justifying "differences in rating of physician 
behavior with the different types of patients," Hooper et al 
make the most devastating comment uttered in health care: 
. . .The purpose, after all, of the patient's 
visit to the physician is the provision of medical 
care, not an exercise in courtesy, communication 
or empathy. . . 
(Hooper et al: 636, 1981) 
These words make it imperative to redesign the curriculum of 
health practitioners, sensitizing them to the real needs of 
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their patlents/clients. It is exactly communication, empathy 
and understanding that are sorely needed in health care and 
that affect the patient-provider interaction. 
As an afterthought, Hooper et al concede: 
On the other hand, data from other studies 
and our own preliminary data show that such 
physician behaviors as courtesy, interviewing, 
and information giving do correlate with 
patient satisfaction. . . and with subsequent 
patient compliance with their medical regimens... 
Therefore, it is legitimate to ask whether 
the decrease in ratings of interviewing skills 
when physicians were working with Spanish- 
American patients, for example, might 
contribute to poorer medical care for these 
individuals. 
(Hooper et al: 636-631, 1982) 
Because of the pain and conflicts inherent in the above 
quotation, which may reflect current patient—provider inter¬ 
actions among Puerto Rican American patients and Anglo health 
care providers in this area of Western Massachusetts, the next 
Chapters will review the historico-political and sociocultural 
backgrounds of Hispanics and Puerto Rican patients. A brief 
reference to the immigration experiences of other ethnic 
groups in the United States precedes the Chapters on Hispanics 
and Puerto Ricans. 
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Immigra.~tion in the United States : 
Until late in the nineteenth century, 
this nation was considered by its majority 
to be a white Protestant country; at some 
time near the turn of the century, it 
became a white Christian country;’after 
World War II, it was a white man's country. 
During the past several years it has become 
a multi-ethnic, multi-racial country, 
intensely aware of differences of every 
kind. . . 
J 
(Ravitch: 228, 1976, mentioned 
in Let Me Be Me, 1980) 
Before attempting to discuss the history and culture 
of Hispanics in the United States it is important to recall 
the mechanism of "ethnic succession" in this country, 
suggested by Thomas Sowell (1981). This concept explains 
how one ethnic group replaces another in neighborhoods, jobs, 
schools, and other institutions. Sowell proposes that many 
of the problems of the poor and powerless remain the same, 
"whatever group fills the role at a given time." He further 
states that this "ethnic succession" becomes generalized in 
other functions, such as leadership, throughout neighborhoods. 
Thus, the power of teachers, law officers, union members, and 
blue collar workers are transferred and "reshuffled" among 
ethnic groups throughout the history of the United States. 
But Sowell feels that progress itself is pervasive, and that 
there are wide variations in the rates of progress among 
American ethnic groups. 
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An important distinction that Sowell makes is in the tern 
immigrants. In contrast to the statesments made by public 
figures like JFK saying This is a country of immigrants," 
Sowell divides the newcomer groups into four categories: 
l) refugees: who fled in whole family units burning their 
bridges behind them, and arrived in the United States committed 
to becoming Americans." 2) sojourners: ’ "mostly men, and with 
the intention of returning to thei'r native lands, so that 
Americanization in language, culture, or citizenship had 
a low priority for them." He gives as an example the early 
emigrations from Italy, China, Japan, Mexico and currently 
Puerto Rico. 3) Sowell mentions "true immigrants," who were 
neither refugees nor sojourners--they chose to come to the 
USA to settle at a place and time of their choice--like 
Germans or Scandinavians. 4) Finally, there were those who 
did not choose to come to the USA but were forced and brought 
as captives/slaves; these constitute the descendants of most 
black families in the USA. 
Because of political reasons it might be possible to 
place Puerto Rican Americans under section No. k, because 
when Puerto Rico was given to the United States by Spain as 
spoils of war, Puerto Rico became a colony of the USA, though 
with the status of "Free, Associated State" ("Estado Libre 
Asociado,") in 1952. Many Puerto Rican Americans do not forget 
the circumstances; and "colonial" feelings seem to influence 
current negative attitudes in some of the inhabitants of the 
island and the mainland. 
Some Mexican American groups and the so-called "Spanish 
American' groups, whose ancestors may be traced to the 
Conquistadores in the Southwest of the United States, could 
be considered in the fourth group since many families have 
inhabited that area and have never left their land for many 
g-enerations . Of course, one can argue further back to the 
rights of Native Americans, the true owners of the land, 
unless reference is made to their "foreign" backgrounds in 
Polynesia. . . 
Sowell also mentions variations in attitudes towards 
education among immigration groups, as well as the role 
of families, languages, cultures and individual personalities. 
An interesting comment in Sowell's discussion of "ethnic 
identity" is as follows: 
Some groups (such as the Jews and the 
Japanese) have enjoyed and maintained 
their own special culture, but without 
making a public issue over it (as many 
blacks or Hispanics have). . . 
(Sowell: 295, 1981) 
Probably he is referring to the social revolution of the 60' s , 
with its theme of "Black is Beautiful," and the insistence 
of Hispanic groups in the United States to preserve their 
language and culture through bilingual education programs. 
The traditional "Americanization" process of assimilation 
and socialization to the mainstream through the efforts of 
public schooling was altered. Previously, through compulsory 
education) American schooling had managed to perpetuate the 
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social functions of the economic and bureaucratic systems, 
preaching homogeneity and conformity in exchange for upward 
mobility into a white middle-class society—"whether consciously 
or unconsciously done."— Teachers were responsible for 
socializing children, representing a transition from lower 
middle class origins to "new and painfully acquired financial 
status and security" (Dickeman, 1972). 
Ethnic diversity was not fashionable or desirable before 
the 60's. The dominant, largely white society, prevailed 
and socialization efforts were successful, channeling leaders 
and blue collar workers In a synchronization of education and 
employment. It was a stigma to be called a "greenhorn" and 
not to shed ethnic characteristics in speech, appearances, 
and customs. Michael Novak (1973) states that "white ethnics 
were seldom taught that they were "ethnic." That is why the 
word ethnic seems to be a synonym for "minorities" --those 
who visibly are not melting--especially the non-white--Black, 
Latinos and Indians." 
Novak further states the tragedy of some immigrant groups 
in the past allowing their names to be changed and their 
languages to be silenced: 
How many died, how many were morally and psycholog¬ 
ically destroyed; how many still carry the marks 
of changing their names, of "killing their mother 
tongue" and renouncing their former identity, in 
order to become "new men" and "new women"-- 
these are motifs of violence, self-mutilation, 
joy and irony. The inner history of this migration 
must come to be understood, if we are ever to 
understand the aspirations and fears of some 
seventy million Americans. 
(Novak: 20-25, 197*0 
69 
Some authors like Pantoja and Blourock (1976) complain 
that m their effort to assimilate, some white ethnics have 
not realized that they have been oppressed. 
Ho.spamcs and other minorities have contributed then to 
a reaffirmation of self-worth and self esteem in the United 
States. Out of the experience of the sixties, a new philosophy 
has emerged, safe-keeping culture and ethnic heritage while 
politely rejecting the ’’melting pot" theory. The diversity 
of groups in the United States is perceived now as a source 
of strength, not of weakness. Minorities are becoming more 
politically aware, as evidenced in recent political promising 
victories at the polls. 
Teaching cultural differences and similarities is 
imperative. The pluralistic nature of the United States must 
be reflected in valid studies, adequate health programs, 
culturally relevant culture-oriented printed materials, and 
teaching strategies representing a rich and cultural diversity. 
Pialorski(1974) has accurately interpreted this contribution of 
Hispanics and other minorities by saying: 
Today various ethnic groups are making it clear 
that they do not wish to be tossed into that 
rather unstable equalizer, the American melting 
pot. Their minority roots, buried and sometimes 
trampled into the soil of the North American 
continent, are too old. They prefer instead 
to enhance the contents of the pot as a cultural 
side dish. 
(Pialorski: 3, 197*0 
TO 
For an understanding of the ethnicity, culture, and lan¬ 
guage of Hispanics in the United States let us then set aside 
the "melting pot," and season it with the spices of our ethnic 
and linguistic differences and similarities. Let us make the 
United States a palatable banquet of diversity, and a variety 
of cultural, linguistic and ethnic treats. As mentioned in 
the Introduction, problems in communication among Anglo health 
providers and monolingual Hispanic patients/c1ients may be 
lessened, and compliance enhanced, by better understanding 
of intra-ethnic intracultural factors. Such a discussion 
follows under "Hispanics in the United States." 
CHAPTER HI 
HISPANICS IN THE UNITED STATES 
The first wheels that rutted the land that would 
become United States were Spanish 
The first horses ridden by man across the Great 
Plains . . 
Also Spanish were the first oranges, lemons, 
limes . . . 
The first European plows and gardening tools in 
North America were Spanish. 
In fact, the first European feet to touch the 
shores of what is now the Southern United States 
were Spanish 
• . . from ocean to ocean, up into the heartland 
from the Carolinas through Missouri and Kansas 
to the Southwest and North along the Coast to 
Nootka Sound on Vancouver Island, was Hispanic. 
(Alford, 19 72:vii) 
Alford's haunting lines bring back to life the saga of 
the Conquistadores who brought to the newly "discovered" 
continent of America their language, culture, and traditions. 
For more than four hundred years the influence of Spain and 
Latin America on the language and culture of the United States 
have shaped the future of this country, particularly in the 
Southwest. Alford's work The Proud Peoples - The Heritage 
and Culture of Spanish -Speaking Peoples in the United States 
("La Gente Altiva"), portrays those contributions of Spain 
and Latin America to the United States and projects a promise 
of rebirth of Hispanics as the second largest minority in the 
land. 
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It is difficult to forget names like Pedro Menendez de 
Aviles, -who in 1565 founded St. Augustine in Florida; Hernando 
de Soto, who discovered the Mississipi River in 15I+I; Alvar 
Nunez, Cabeza de Vaca, who explored and discovered part of 
Texas, New Mexico and Arizona between 1528 and 1536; Juan de 
Onate, who established the city of Santa Fe in New Mexico in 
1609; Fray Junipero de Serra who founded nine of the twenty- 
one missions established in California between 1769 and 1782, 
while other Spaniards founded Nuestra Senora de los Angeles 
de la Porciuncula (Los Angeles) in 1781. 
Also, Spanish was the first European language ever spoken 
in the United States (Burunat, and Burunat, 198U) . Therefore, 
when comfronted by the usual demands, frequently heard in some 
communities,"Let them learn English," the descendants of the 
settlers of the southern part of this land could fairly 
answer, "Let them learn Spanish’." 
These contributions and historical past of Hispanics in 
the United States must be mentioned, with the objective of 
developing awareness and sensitivity among Anglo care givers 
and educators — in particular health providers--so that the 
socio-historico-po1itical backgrounds of Hispanics and the 
intraethic, intracultural differences and similarities among 
the various Hispanic subgroups may be understood. 
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Definitions of "Hispanic" 
The term "Hispanic" derives from "Hispania," or "Land 
of Rabbits," a name given to the Iberian Peninsula by the 
Phoenicians during the Third invasion of what Is now Spain 
and Portugal (Alonso, 1953): "Hispanics," therefore, have a 
common heritage with the Motherland, Spain. There are other 
terms used in the United States as synonyms of "Hispanics" 
to denote individuals of Spanish ancestry. One hears the 
terms Hispanic Americans, Hispanos, Latin, Latin Americans, 
Latinos, Spanish, Spanish-Americans, Spanish-Speakers, 
Spanish—Surnamed, and White Persons of Spanish Surnames. 
Other terms that are meant to be synonymous with "Hispanics," 
but are really the names of sub-groups, are: Chicanos, Meji- 
canos, Mexican, Mexican-Americans, Raza, La Raza, Cuban, 
Cuban-Americans , Boricuas, Porto Ricans, Puerto Ricans, Puerto 
Rican-Americans , and Ricans. The truth is that there is no 
standard or operational definition for the term "Hispanic" 
among the different agencies and organizations in the United 
States . 
Hayes-Bautista (1980) complains about the lack of a 
standardized definition resulting in confusions in research 
studies, generating non-comparable samples, negative influences 
on research methodology, contamination of data for health 
purposes, undercounts in census-taking, legal complications 
with eligibility for services, and problems with affirmative 
urges fellow action benefits. Therefore, Hayes-Bautista 
researchers to operationalize the term,"since one way to 
stratify society for distribution of benefits, privileges, 
and responsibilities has been by race and ethnicity, 
and individuals or groups can be appropriately awarded such 
benefits as education and access to health care . . He 
suggests the term "Raza," because "Hispanic" is too European. 
However, in the opinion of this writer, "Raza" or "La Raza" 
( The Race ) is not as encompassing or traditional as 
"Hispanic." 
Identification of Hispanics as an Ethnic Group 
As mentioned in the Introduction, different criteria 
have been used to identify the Hispanic group for census and 
other statistical purposes, such as the National Health Inter¬ 
view Survey (which assigns race of the father to children 
whose parents are of different races); the National Vital 
Registration System (if parents are of different races and one 
is white,the child is assigned to the other parent's race); or 
the National Survey of Family Growth (where race is classified 
by interviewer's observation). 
Other surveys have used a Spanish surname criterion, 
Spanish origin, surname of head of household, birthplace of 
parents or self, use of the Spanish language as that spoken at 
home, and self-identification. Possession of any one of these 
criteria has been sufficient for inclusion in the surveys. 
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There have been problems and confusions in gathering data 
because of the inclusion of non-Hispanics with Spanish sur¬ 
names, exclusion of Hispanics with non-Hispanic names, self- 
reporting varying with respondents’ perception of their 
origin, and other complications. Only in 1976 did federal 
data collections specify ethnic origin—including Spanish 
heritage—(Health 1980: 2kj). Hispanics were classified as 
"White Persons of Spanish Surname", with a possible loss of 
funds and other benefits, since Hispanics are then counted 
as part of the general white population (Hayes-Bautista, 1983). 
There was hope that the 1980 Census would have corrected 
some of these problems in the gathering of data on Hispanics, 
since emphasis was placed on ethnicity rather than on race. 
"Persons of Spanish origin may be of any race" (1980 Census: 
3, bl). As reported by Giachello, Aday and Andersen (1983), 
it could be possible to make comparisons in health and socio¬ 
economic status among the different Hispanic sub-groups as 
well as between Hispanics and non-Hispanics. However, up to 
the present time very few changes have occurred in the separa¬ 
tion of data. It may be a slow, complicated process. Mean¬ 
while health researchers must be careful to specify their 
target population, stating the criteria selected to identify 
the group, so that methodological errors may be avoided and 
comparability of findings may be possible. 
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Diversity Among Hispanics in the United States 
In reviewing the Giachello et al article, Hayes-Bautista 
(1983) stresses the heterogeneity of the Hispanic population, 
citing several factors that must he considered, such as: 
education, occupation (white collar/blue collar/farmworker), 
rural/urban location, income class, immigration status, and 
acculturation. He suggests that health planners must become 
acquainted with those factors inherent in the heterogeneity 
of the Hispanic group, before proceeding with health planning 
and policy making. Otherwise, "they may miss the mark widely, 
and, in the current fiscal climate, few mistakes can be 
tolerated—there may not be money for second attempts" (p.276). 
Recognizing the heterogeneity among Hispanics, Saylor 
(1979) criticizes the term "Spanish-speaking/Spanish-surnamed 
category" which includes Mexican-Americans, Cubans, Puerto 
Ricans and Latin Americans, so diverse in culture and eth¬ 
nicity. She also mentions the cultural and ethnic differ¬ 
ences that exist between the proud Spanish-Arnericans of New 
Mexico and Southern Colorado--who wish to maintain a culture 
identified with the Spanish "Conquistadores" in addition to 
their American citizenship--and are "insulted if referred to 
as Mexican American." In turn, the Mexican-Americans in 
Texas identify themselves as "Mejicanos," and have strong 
ties to Mexico. The Mexican-Americans from California, 
continues Saylor, wish to retain their cultural identity but 
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also wish to participate in "the American way of life." 
Finally , the Chicano, a term accepted by many young Mexican 
Americans, "embodies the quest for equal opportunities." All 
these groups, explains Saylor, are considered under the 
"Mexican-American population," but they are quite distinct. 
Furthermore Saylor strongly differentiates among the 
Mexican American group based on degree of acculturation (de¬ 
fined as integration and participation in the dominant 
society") and assimilation (defined as "the act of completely 
moving into a society and becoming completely like that system 
by giving up original characteristics and values and taking 
on those of the new society," p. 285). It is important to re¬ 
member the differentiations among the Hispanic subgroups 
which are partly based on degrees of acculturation and assim¬ 
ilation, as defined by Saylor. 
Benavidez-Clayton (1979) also reminds fellow health 
providers of the dangers in generalizing and stereotyping 
Mexican Americans. Emphasizing the heterogeneity within the 
sub-group in the United States, she mentions differences in 
health beliefs, practices, language, religion, education, 
and assimilation. Comparing programs to a stew where a rabbit 
and an elephant are combined, Benavidez-Clayton states that 
unless cultural and historical differences are considered, 
inadequate health care will result. She says: 
We have given lip service to "patient needs" 
for several decades, but when we look at the 
variety of . . . plans promulgated . . . 
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assumed a, s s f f i CEcious ... we find oursslves 
in a stew, in which one elephant and one rabbit 
have been combined . . . If a well-meaning 
health worker deals with a Mexican American 
patient by "assuming" a stereotypic fear of 
drafts and of dr aw n blood, that the patient pre¬ 
fers the health care of a "curandera," that 
his English is inadequate, that he is a devout ^ 
religious, or uneducated, the health worker 
is ignoring more than one hundred years of dif¬ 
ferential assimilation. 
(Benavidez-Clayton: 227, 1979) 
Rochelle Kelz (1982) also refers to the historical and 
cultural variations among the Hispanic group in the United 
States, which account for intraethnic, intra-cultural varia¬ 
tions. She mentions some figures concerning the Hispanic 
population in the United States, and the definition of "His¬ 
panic," as follows: 
The term "Hispanic" as I use it here is a 
genetic label for a diverse group of Spanish¬ 
speaking people in the United States who re¬ 
flect varied histories and who have a wide 
range of cultural values. There are over lU.6 
million Hispanos in the United States, over 
6 percent of the total US population, ranking 
them this country's second largest minority 
group. Estimates for 1980 for those residing 
in the United States illegally range from 6 to 
12 million. . . 
(Kelz: vii, 1982) 
Trevino (1982) agrees with Kelz, citing a 15 million 
figure. That makes the Hispanic population in the United 
States the sixth largest in the world, exceeded only by 
Mexico, Spain, Colombia, Argentina, and Peru. 
The Forum of National Hispanic Organizations in 
Washington estimates a 20 million Hispanic community, 'whose 
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contributions and patriotic commitment to this country have 
too often been obscured in the past" (Bustelo: Sk, 1982). 
Migration and Immigration of Hispanics 
While discussing the heterogeneity of Hispanics and 
their numbers in the United States, it is imperative to re¬ 
member the complex social, political, economical, and histor¬ 
ical factors that have influenced their.unique migration or 
immigration experiences. The Contractor Report of November 
1981, "Hispanics Students in American High Schools: Background 
Characteristics and Achievements," prepared by the National 
Center for Education Statistics, categorizes immigration and 
migration groups into economic and political refugees, bear¬ 
ing in mind the acceptance by the host population, historical 
circumstances in which the immigration took place, and govern¬ 
ment policies at the time of the settlement. These factors 
must be considered in recognizing the differentiations within 
sub-groups and, even more important, among individuals. 
The largest Hispanic sub-group in the United States is 
that of Mexican descent, heavily concentrated in California, 
Texas, New Mexico, Colorado, and Arizona. 
The second largest Hispanic sub-group is the Puerto 
Rican, with approximately 2.5 million, followed by 700,000 
Cuban-Americans, 1 million persons of Central or South 
American extraction, and about 1.5 million people of "Other 
Hipanic Origins" (Arno Press, 198l). Furthermore, there are: 
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* ’ ; 155,000 first and second generation 
Spanish Americans; figures that do not 
include the additional several hundred 
thousand descendants of nineteenth-century 
and early twentieth-century immigrants from 
Portugal and Spain. . . 
(Arno Press, 198l: 3) 
It seems that the United States is still considered by 
many Latin Americans a "Promised Land" ("For Hispanos It's 
Still the Promised Land," The New York Times Magazine. June 22, 
1975). Since 1980, 500,000 Salvadorans have arrived in the 
United States (U.S. News &_ World Report, April 12, 1982). 
Just in Los Angeles, it is calculated that there are now 
close to 50,000 Guatemalans, 200,000 Salvadorans, and 2,100,000 
Mexicans (Time Magazine, June 13, 1983, "The New Ellis Island"). 
It is estimated that legal an undocumented immigration con¬ 
tinues yearly at the rate of close to one million individuals 
between the borders of Mexico and the United States (U.S. News 
&_ World Report , 1982). 
Because of this continuous flow between Latin Ame.rica 
and the United States, specially Mexico, it is important that 
in dealing with Hispanics an effort be made to specify a target 
population. By not stereotyping and generalizing among the 
different subgroups and individuals, bias in statistics and 
contamination of data in research projects may be avoided. 
Otherwise the perpetuation of stereotypes will prevail, aided 
by the media. 
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A typical version of Hispanics in the United States has 
the group linked to welfare, slums, and squalor' It is quite 
common to read letters addressed to the editor of local news¬ 
papers complaining about the dreaded, faceless, villainous 
Hispanics. Excerpts of two letters follow: 
History tells us that English has been the 
national language of this country for over 
350 years. Why is it necessary at this late 
date to ram Spanish down our throats. 
Hundreds of thousands, if not millions of 
people, speaking such languages as Italian, 
Polish, Greek, Swedish, Portuguese, German and 
others have migrated to this country in the 
past to force native citizens here to learn 
their language. . . 
How can a few people change such a great country 
as America? What have these people contributed 
to this country? Why do we let them get away 
with so much? ... I have yet to read of anyone 
being punished for handling of dope although many 
have been arrested for possession and selling. I 
have read of many murders by gun or knife. . . 
I look around and see strange signs. . . I didn’t 
know Spanish was going to take the place of the 
English Language. . . 
(Sunday Republican, Springfield, Mass., 
10/9/77) 
As shocking and revolting to read, those comments to the 
editors of local newspapers are not uncommon. Furthermore, 
since newspapers are often the only "literature" read by the 
average American, the perpetuation of stereotypes about 
Hispanics continues. As professionals and multicultural 
educators it is our responsibility to combat those stereotypes 
82 
and ignorant views with facts. Also this will alert the 
general public, and health researchers and policy-makers in par¬ 
ticular to mtraethnic, intra-cultural variations and similar¬ 
ities among Hispanic sub-groups, hopefully avoiding general¬ 
izations and stereotyping. Otherwise, many studies and research 
in health may.not be valid. 
An excellent example of a good methodological approach 
to intraethnic/cultural factors affecting the health of 
Hispanics is that of Chesney, Chavira, Hall and Garity ( 1982) . 
In their article entitled, "Barriers to Medical Care of 
Mexican-Americans: The Role of Social Class, Acculturation, 
and Social Isolation," the authors warn health planners who 
fail to recognize the diversity among the Hispanic sub-groups. 
It is not enough to develop programs "based on simplistic 
notions about ’the Mexi c an-Ame r i.c an ' population." Chesney 
et al urge health professionals to learn about levels of 
acculturation (defined as "a change of cultural patterns to 
those of the host society"), social class, and social networks-- 
the extended family, friends, neighbors, and significant 
others--before educational programs are implemented. Empha¬ 
sizing the rurality of poor Chicanos--the target population 
studied--Chesney and fellow researchers observe that an 
essential component of cultural assimilation is language, 
an issue that will be discussed in the Conclusions of this 
dissertation . 
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More studies like Chesty's et al are needed in the 
health field, particularly about poor, rural, you„g, mono. 
lingual Puerto Ricans so numerous in mainland communities 
on the Eastern Seabord. Providers must become aware of the 
problems encountered by that Hispanic subgroup in order to 
improve the patient-provider interaction and, consequently, 
health care. 
Following the Chesney, Chavira, Hall and Garity anthro¬ 
pological framework model. Chapter IV will focus on a few 
health studies made on poor Puerto Ricans in the mainland 
as a target population. This chapter will continue dis¬ 
cussing demographic and sociocultural factors which contribute 
to differences and similarities among Hispanics in the United 
States. 
Rurality/Urbanity. Eighty-five per cent of Hispanic families 
reside in urban communities (Delgado, 1981). In fact, eighty 
per cent of Mexican-Americans and virtually all Puerto Ricans 
and Cubans live in urban areas (Marger, 1985). The availa¬ 
bility of human services in urban areas seems to influence 
the decision of most lov-income Hispanics to settle in urban 
areas, although their origin may have been mostly rural. 
Betances (1982) says that "what is often perceived as American 
is merely the product of industrialization; what is viewed as 
Hispanic is the product of a rural culture." 
Age of Hispanics in the United States. The Hispanic population 
in the United States is young with a median age of 23, as 
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ompared to the median national average of 31.2 (Census Bureau 
1985).. Thirty-three per cent of Hispanics are under 15 years 
of age, 20% of the Mexican-Americans and 25? of Puerto Ricans 
m the mainland are under the age of 9 
average is 15% (Delgado 1981). 
whereas the national 
Fertility. Hispanic families tend to be large, which may 
result in lower health utilization services per person. Also, 
Hispanic women are entering the peak child-bearing years. 
Which indicates a sustained population growth 
(Giachello, Bell, Aday, and Andersen, 1983). 
The National Center for Health Statistics 
among Hispanics 
reports that 
Hispanics Have the highest birth rate in the United States 
(75? higher than the rest of the population). The report 
entitled "Birthsof Hispanic Parentage, 1979" predicts that 
at the current rates of birth and immigration, Hispanics will 
become the largest minority before the end of the century. 
It further states that 8? of babies born to Hispanic women 
are "the fifth or later child," and that Hispanic mothers 
are usually younger than non-Hispanic mothers. The report 
states: 
Hispanic peoples tend to have larger families, 
with more than 8%, of babies born to Hispanic 
mothers being the fifth or later child. 
Hispanic mothers tend to be some-what younger 
than white non-Hispanic women. . . The relatively 
large proportion of births to teen-agers among 
Hispanic mothers is a factor accounting for the 
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lower of educational achievement observed 
than 85?aof°trmr; ; ' <The SUrve^ covered more 
states ) f the t0tal HlsPanic population in 19 
(Th_e New York Times , 5/26/82) 
Education. Giachello et al (1983) report that differences 
m health beliefs an health service utilization are directly 
related to higher levels of education and income. They furthe 
claim that 18* of the Hispanic population 25 years old and 
over completed less than five years of education, while 
b2j completed at least 12 years of education. This compares 
to 3% and 69%, respectively for non-Hispanics. 
It is disturbing to notice that the level of educational 
achievement among Hispanic women is negatively influenced 
by the fact that there are so many teenagers among the 
Hispanic mothers. Tragically, a mother’s schooling/education 
or literacy is directly related to higher fertility and child 
mortality rates. These "socioeconomic risks" may be prevent¬ 
able strategies (Mare, 19-8-1.) . The role of public education 
in the retention of students, specially female Hispanics, 
is vital. 
The National Center for Education Statistics indicates 
in the Contractor Report of November 1981 that Cubans tend 
to perform better on academic achievements tests than other 
Hispanics. The criteria used to measure achievement included 
educational aspirations involving three cognitive achievement 
scores: mathematics, reading, and vocabulary. Also, father's 
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specific factors, such as timing of lmmigrat.on ^ 
patterns of language use. The specific fact 
p llc factors were only 
relevant to some Unities. For the three tests (matb, read- 
11,6 aDd Y°CabUlaryK Vhlt6S «*• highest scores black the 
lowest, an, Cubans ha, the highest scores among the Hispanic 
SrOUP' PUert° B1CanS’ Mexican-Americans, and other Hispanics/ 
n Americans had lower scores, but still higher than blacks 
in reviewing the high scores of Cubans on the reading 
ocabulary tests, the National Center for Education Statis¬ 
tics was at a loss to explain how Cubans, in spite of exhibit¬ 
ing the highest degree of retention of the Spanish language among 
Hispanics, were still ahead of the other • 
one oiner Hispanic groups. A 
significant factor seems to be father's education. There were 
fathers with college degrees among Cubans than among 
Mexican-Americans and Puerto Ricans. Cubans have better edu¬ 
cational opportunities as a whole since their families are 
mostly members of the higher socio-economic level. They show 
g r retention of the Spanish language—regarding frequency 
of use and pro f i ci ency-but class differences seem to influence 
achievement scores. The report states: 
A salient feature of the table is the fact that 
the percentage of fathers who did not finish 
high school is higher for all Hispanic sub¬ 
groups, although the percentage for other Latin 
Americans is close to that for whites. These 
percentages are even considerably higher than 
those for blacks. An intriguing result is the 
relatively high percentage for Cubans. This 
together with relatively high proportion of 
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Cuban fathers with college degrees „ 
siggestfCan"AaeriCanS an<J PUert° Ricansr sts. . . a group with low educational 
achxeve.ent and a highly educated professional 
(p. 31) 
The authors also mention the probability of other in¬ 
fluences, such as the fact that Cubans are political rather 
than economic refugees; also, acceptance by the hostpopula- 
tion because of the historical circumstances in which the 
Cuban immigration took place. Government policies at the 
time of the Cuban settlement are also considered. 
An interesting comment is the high standard deviation 
for "Other Latin Americans," which seems to indicate a high 
heterogeneity among the group. This heterogeneity is further 
stressed by patterns of nativity." Mexican-American show 
the highest percentage, with 89.lt?, having spent all or almost 
all their lives in the United States. The percentage for 
Puerto Ricans is approximately 76.3? —including those indi¬ 
viduals who were brought to the mainland at an early age. 
These figures show the heterogeneity of the Hispanic group 
because of different migration or immigration histories and 
nativity. 
Because low educational achievement is correlated with 
low occupational achievement, it is important to notice that 
the study selected three indicators of achievement: school 
delay, aspirations, and cognitive achievement. (The latter 
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includes the three tests mentioned before.) A significant 
issue for Hispanics is that delayed students "may demonstrate 
a greater propensity to drop out of school entirely." The 
report indicates that among seniors, both Puerto Ricans and 
Mexicans have the highest rates of delay—12.6* and 9.8%, 
respectively. These figures are higher than those for 
whites (2.5%), blacks (j%) and Cuban seniors (6.4#)—the 
lowest delay rate among Hispanics. The report also indicates 
that geographical variations may mean school policies and 
practices harmful to Hispanics in different sections of the 
country. Hispanics may be penalized because of linguistic 
and socioeconomic characteristics. 
As far as aspirations are concerned, Cubans appear to 
have the highest aspiration rates—even higher than non- 
Hispanic whites--54.9% vs. 43.6%. The Other Hispanics have 
similar aspirations, with percentages between 33.6 to 36.7. 
The report further states that Cubans are overrepresented 
in the two most advanced degreees: M.A. and Ph.D. or equi¬ 
valent, and that this may be related to "the professional 
elite component of the parents of these students." 
Using the 1976 Survey of Income and Education figures, 
the report estimates dropout rates as follows: 
64%, the proportion of Hispanic dropouts leav¬ 
ing school between grades 10 and 12 or 24% 
(the total dropout rate for Hispanics) or 
roughly l4 percent of all Hispanics, dropouts 
between grades 10 and 12. 
(p.23) 
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Apparently the delay rate for Puerto Rican seniors is greater 
than the rate for sophomores. This difference, speculates 
the report, may he due to the pattern of "commuting migration" 
between Puerto Rico and the mainland. 
A significant factor that must be considered in statistics 
the diversity in methodologies (estimated number of dropouts) 
that is adopted by the different agencies. Aspira, a leading 
Puerto Rican Agency in New York City's high schools, claimed 
figure of 68?. That would mean that while Aspira counted the 
number of students moving from grade to grade each year. New 
York City school officials counted the number of graduates 
compared to the number of students enrolled four years earlier 
in the ninth grade. Sadly, the dropout rate for Hispanic 
students was calculated at 80?; 72? for blacks and 50? for 
whites. Gene Maeroff (1983), author of the article, stated 
the concern of Aspira with the impact of high school programs 
on children of minority groups and the interrelationship with 
income. 
Income of Hispanics. Speaking about the dropout rate of His- 
panics in higher education in the United States, Dr. Alonso 
Atencio (1980), Assistant Dean of The School of Medicine at the 
University of New Mexico, cites "the economic barrier as another 
hurdle in the path of minorities." He mentions the priorities 
of food and shelter over education and health for people in the 
lower income levels. Says Atencio, "to be poor means you can 
purchase less education, especially at college levels." 
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Giachello et al (1983) report that in 198o the natlQn. 
HiSPaniC "edlan f°r fan11^ -s $1$,UT, or one- 
third lower than that of white non 
Ue non-Hispanics . Also, 23% of 
Hispanic f amili es-one-f i f th-vere below the poverty level 
in I960, compared to 10? of the total United States families. 
Cubans, excluding the latest arrivals of "Marielitos-) and 
Other Hispanics tend to have higher levels of income and 
education than Puerto Ricans and Mexican Americans. The 
percentage of Cuban families earning over $20,000 vas 1,1.5?, 
while the percentage of those earning less than $12,000 vas 
20.1,?. That compares with 48.7% and 10.7? for whites. 
Mexican-Americans had the next income level among Hispanics, 
with a percentage of 29.5 families under $12,000. The Other 
Latin American subgroup's income distribution was very close 
to that of Cuban families, with a high of over 35.2? earning 
over $20,000, while 22.5? had incomes under $12,000. Puerto 
Ricans seemed to be the poorest group, with $8.6? of families 
having annual incomes of less than $12,000. 
Furthermore, the Contractor Report of November 198l 
states that "while the proportion of Cubans and Other Latin 
Americans with incomes below $5,000 is similar to that of the 
other subgroups, the proportions with incomes above $25,000 
is roughly twice that of the other subgroups." 
Therefore, without stereotyping Hispanics it may be said 
that, as a group, most Hispanics in the United States are 
poor. Although Cubans and Other Latin Americans show better 
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income levels, the major Hispanics subgroups-the Mexican- 
Amencans and Puerto Ricans combined-show very low annual 
incomes. Obviously, this is a source of diversity among 
Hispanic families in the United States. 
Present increases of Hispanic enrollments in schools, 
added to unemployment figures, indicate that the problems 
of Hispanics are intimately related with the welfare of the 
nation. Since most Hispanics are young and forming new 
families, it is clear that more services related to prenatal 
care, pediatric, young adult, family planning, teenage 
pregnancy, and venereal disease will be needed in the im¬ 
mediate future (Gianchello, Bell, Aday and Andersen, 1983; 
National Center for Education Statistics, 1981). Better 
understanding of factors affecting the lifestyle of Hispanics 
is imperative, particularly language. 
Language . The Spanish language is a source of pride, identity 
and tradition among Hispanics in the United States. It gives 
older members of the family a sense of authority, as will be 
discussed later. 
Compared to other languages, like Italian or French, 
the Spanish language emerges as a unifying force understood 
by all Spanish-speakers. Newly arrived Hispanics do not need 
English in order to be understood by members of the various 
Hispanic sub-groups. This was not possible among other im¬ 
migrant groups. Because of different dialects within the 
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Sam€ C°Untry °f English had to b. adopted a,„»g the 
sub-groups as the unifying language of communication in the 
United States. 
Therefore, Anglo health care providers should learn 
some phrases and greetings in Spanish in order to foster 
better communication and health care. On the other hand 
committed Anglo health providers learning the mother tongue 
of their Hispanic patients must not become discouraged from 
learning Spanish because of purported "dialects" within the 
sub-groups. It is a fallacy that there is a "Mexican" or a 
"Puerto Rican" Spanish. There are regionalisms and local 
expressions that may cause temporary misinterpretations of 
terms, hut that also happens with other languages, including 
English in the different regions of the United States. There 
is nc reason to attribute a "purer” or more correct connotation 
to Castillian Spanish over the Latin American version. The 
differences are mostly limited to the choice of regional 
terms and the pronunciation of some consonants like c, j, s, 
and z . 
The objective should be to learn "Standard Spanish," the 
written, official language, strictly enforced through gram¬ 
matical and syntactic rules issued by the Royal Academy of 
the Language in Spain. Regionalisms and dialectic expressions 
in local communities may then be adopted for better com- 
munic ation. 
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is actually fun to speak Spanish among the different 
Hispanic sub-groups—particularly the largest three in the 
United States Mexican, Puerto Rican and Cuban-and to dis¬ 
cover some terms that may not he common or even known. One 
of them is the term "china" used by Puerto Ricans to denote 
orange." "China" means "Chinese" in standard Spanish. 
Imagine the confusion of non-Puerto Rican Spanish-speakers 
when they are told that the "chinas" are too sour! It is 
very important to teach some regionalisms to Anglo providers 
and non-Puerto Rican Spanish-speakers,' since some terms may 
be puzzling even to native Spanish-speakers. An example is 
the word guagua. In Peru, as well as in Bolivia and parts 
of Ecuador, the term means "baby." (it is a Quechua word, 
not Spanish.) I had an interesting experience while chatting 
with some Puerto Rican patients, most of whom had just been 
at the clinic. The patients explained that they were wait¬ 
ing or expecting ("esperando") for the "guagua" in a few 
minutes. I got concerned. Shouldn’t they be at the hospital? 
They looked surprised. (At that time I did not know that 
the word "guagua" means "bus" for Puerto Ricans.) I made 
rocking motions, signaling "baby," which confused the women 
even more. Finally, the mystery was solved when the bus 
appeared and they said, "Guagua!" 
A term that shows intra-language variations among 
Hispanics is also the word "chicha," a beverage made out of 
fermented corn, used in Peru and other South American nations. 
In Puerto Rico the verb "chichar" means to "copulate.” 
Imagine the red, flushed faces of many patients at the 
clinic when I comment that "chicha," is a delicious treat.,. 
Puerto Ricans cannot believe that a beverage with that 
name exists ! 
Culture 
. . . to know another's language and not 
his culture is a very good way to make a 
fluent fool of one's self. 
(Brembeck, 1977: lU) 
As Brembeck says, language and culture are intricately 
linked. Providers must understand this interrelationship 
between language an culture, since "language mirrors 
cultural values" (Kegley and Saviers, 1983). 
In Language, Thought and Reality (1956) the reader is 
introduced to the principle of linguistic relativity, also 
known as the Sapir-Whorf hypothesis, linking language as an 
intrinsic part of culture. Whorf states that usually people 
perceive the world in different ways, and that language 
expresses those differences. 
Therefore, Anglo health providers who are learning 
Spanish must be encouraged to learn the language through cul 
tural expressions. Such is the case with terms used exclu¬ 
sively for animals or inanimate objects, but not for persons 
One may say in English, "the leg of a person, the leg of a 
table, or the leg of a chicken." However, in Spanish only 
a person may be said to have a "pierna", while an animal or 
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a table has a "pata." Also, a person's neck is a "cuello" 
(neck), while an animal's is a "pescuezo." It is very common 
and funny to see some medical books and pamphlets that do 
not make those cultural distinctions. (No need to tell a 
person that she or he is perceived as an animal--just use 
the wrong term!) A well-known linguist from Georgetown 
University explains these distinctions in English and Spanish 
as follows: 
A number of vocabulary items that are 
applicable to both animals and humans in 
English have separate words for animals and 
for humans in Spanish. . . The linguistic 
evidence though only suggestive, points to 
a difference in the classification of ani¬ 
mal in the two cultures. In the Hispanic 
culture the distinction between man and 
animal seems very great, certainly greater 
than that in the American culture. 
(Lado: ll6, 197*0 
Another cultural characteristic among Hispanics that 
is very important for medical records and other official 
documents is that of "last names"/"family names," or 
"apellidos." Among Hispanics of all social levels last 
names are treasured for generations and are hardly ever 
changed or "Americanized." Both last names--the paternal 
and the maternal--are used as last names. The maternal 
family name, or mother's maiden name, is actually the 
"last name." The paternal, or father's family name/surname, 
follows directly the first given name or names, like Maria 
Elena, or Carlos Alberto. Let us take my name as an example. 
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First or 
I 
given names: Lourdes Nilda 
M„ + . , or Paternal family's last name 
Mother s maiden family name: Cueva 
Full name (single): Ms. Lourdes 
Cueva or Ms. Coello 
(After marriage the name changes 
adding "de" (of/belonging to) 
the husband's last name.) 
Married name: Mrs. Lourdes 
de Delson 
Coello 
Nilda Coello 
by 
and 
Nilda Coello Cueva 
For brevity sake the "apellido paterno" must be used for 
males and single females. If a woman is married, then her 
husband's last name must be ascertained. Then the maternal 
family name may be dropped or put in parenthesis. For 
example, for medical records, my name would be entered as 
follows: 
(Mrs.) Lourdes C. Delson or 
(Mrs.) Lourdes Coello Delson 
Many Hispanics wishing to retain their parents' family 
names are hyphenating them. Then the person must be called 
by both last names. As an example, the name of a nurse- 
anthropologist has been cited several times in this work: 
Catherine Be navidez-Cl ayton. It may be that she has hyphe¬ 
nated her parents' last names, or perhaps she has hyphenated 
her husband's and father's last name. There are advantages 
in using compound names, as will be explained below. 
Luis Munoz Marin, son of the Puerto Rican statesman 
Luis Munoz Rivera, is considered the George Washington of 
Puerto Rico. If he were just called "Mr. Luis Marin," there 
would be no way of differentiating him between his father and/ 
or his son, ("Junior" and "Senior" are not frequently used 
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in the Hispanic culture (translated as "Padre" and "HiJo"). 
The best way of identifying fathers and sons is by includ¬ 
ing the mother's maiden name. Following that model, it 
easier to retrieve the medical records of the many 
women who are called "Maria Rodriguez" in this area. Just 
by adding the maternal family name a permanent distinction 
is obtained Maria Rodriguez Tello, vs. Maria Rodriguez 
Perez, vs. Maria Rodriguez Oliva, etc. Of course, the pur¬ 
pose is to identify the father's last name or family name as 
Rodriguez. The "last name" is not the family name, but the 
mother's maiden surname. Otherwise, there are instances 
where the same individual may be listed in five different 
ways, using five or more cards, folders, medical records or 
insurance documents. I have personally seen how frustrating, 
unpleasant, and costly the experiences of patients can be¬ 
come because of the mishandling of "last names." Long waits 
in clinics, duplications of laboratory work, unnecessary 
blood tests and paper work—mentioned as factors in non- 
compliance and faulty patient-provider interactions--may 
then be avoided. Therefore, Anglo health care providers 
must learn this very important cultural characteristic among 
Hispanics . 
Madeleine Leininger (1979), a nurse anthropologist and 
a pioneer in transcultural nursing, stresses the need to 
educate and sensitize nursing faculty and students in the 
United States to the cultural and linguistic factors 
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influencing health behavior. Calling see current treat¬ 
ments "cultural impositions" contrary to the nursing pro¬ 
fession, Leininger reminds health professionals that health 
largely culturally determined and based upon social 
and cultural features. She also mentions the multicultural 
nature of this country, advocating a humanistic nursing 
model that stresses the importance of understanding dif¬ 
ferences in perception among ethnic groups. 
Berry, Kessler, Fodor and Watto (1980) also state the 
need for more training of providers in the cultural back¬ 
grounds of their clients. In their report on intercultural 
communication for health personnel, Berry et al mention 
communication differences between Anglo providers and His¬ 
panic patients not only due to linguistic barriers, but to 
lack of cultural understanding. They say: 
While language differences between patient 
and practitioner may cause misunderstand¬ 
ings, other communication differences may 
also be present. . . the ethnocentric at¬ 
titudes of the Anglo practitioner may affect 
the Hispanic patient’s perception of the 
health care environment. . . The lack of 
interpersonal conversation with Anglos as 
compared to Latinos may be perceived as 
impersonal and may be insulting to the 
Latino. 
(p. 3) 
This cultural 
Hispanics and 
(Green, 1982; 
and Gallegos, 
characteristic for personalization among 
other minorities, particularly rural people 
Saunders, 195^; Badillo-Ghali, 1977; Valdez 
1982; Harwood, 1981) may be reflected in 
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appointment-breaking and the underutilization of certain 
health care facilities. Anglo health providers may appear 
aloof, distant, and impersonal. Thus, the patient-provider 
interaction is affected. (This need for personalization 
m health care is further discussed under the section on 
ethnicity and the Puerto Rican family in the mainland.) 
A need for understanding this cultural trait, particularly 
among behavioral ethnic Hispanics, is stressed. 
Vacc and Wittmer (1980) express the responsibility care 
givers have of knowing the cultural background of their 
clients as follows: 
Love and empathy are not enough!. . . help¬ 
ing professionals must make a concerted 
effort to understand cognitively the dif¬ 
ferent subgroup members found among their 
clientele; an understanding that is over 
and above affectual understanding. . . A 
lack. . . makes one more prone to impose 
one’s own values. . . Helpers with a 
sound cognitive knowledge of their client's 
cultural background will more easily under¬ 
stand the source and reasons for the be¬ 
haviors which may appear odd or even 
peculiar at times. 
(pp . 6 and 7) 
Alan Harwood (1981) also recommends "ethnically appro¬ 
priate health services, personalized, more culturally 
oriented health care to patients of different cultural back¬ 
grounds" (p.l). Furthermore, Harwood states that part of 
every patient's lifestyle is determined by his/her cultural 
background, which in many cases derives from ethnic heritage. 
He urges health professionals to become familiar with the 
patient’s ethnic background, 
since food preferences, pain 
responses , 
sibilities 
perception of symptoms, and care-taking respon 
are likely to be influenced by ethnicity. 
Ethnicity 
Harwood (1981) differentiates between two types of 
ethnicity: behavioral and ideological. 
Behavioral ethnicity, says Harwood, is observed by first 
and second generation individuals and by ethnic minorities 
"with a history of systematic exclusion from mainstream edu¬ 
cational institutions and positions of political power-most 
notably blacks, Hispanics, and Native Americans" (p.6). He 
emphasizes a relationship between behavioral ethnicity and 
poverty. 
Ideological ethnicity, says Harwood, draws those indi¬ 
viduals largely from third and fourth generation whites who 
m most situations "behave indistinguishably from others of 
the same class and regional background as themselves-- 
renovating their cultural heritages and emphasizing cultural 
autonomy (p*7). That is, ideological ethnics observe the 
celebrations of some holidays, eat certain special foods, 
use some phrases or words from the language of their families 
while speaking English, and other adaptations of the "old 
culture." Those are more voluntaristic than behavioral 
ethnic traits. 
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The importance of Harwood's differentiation between 
behavioral and ideological ethnics is that in the case of 
ideological ethnics the behaviors are not crucial to their 
existence, since they are by choice. In contrast, the 
behavioral ethnics-mainly the first and second generations- 
usually experience "culture shock" or trauma in their lives, 
while painfully acculturating to their new surroundings, 
new languages, new social networks, attitudes and traditions. 
This, of course, is directly related to the situation of most 
Hispanic poor in the United States. Ethnicitiy and class 
are, therefore, closely related and should both be consi¬ 
dered in dealing with problems of behavioral ethnics. Harwood 
explains the relationship between ethnicity and class as 
follows: 
Though analytically separable, ethnic and 
class phenomena are in reality closely in¬ 
terrelated in the United States, as in any 
stratified society. . .Within the larger 
American social system, some ethnic groups 
are to a significant degree confined to 
lower-class positions because of barriers 
to both power and economic resources, 
few would deny that blacks. Native Americans, 
and Hispanics in the United States dispropor¬ 
tionately occupy the lowest strata of the 
class system and have historically been 
restrained within these strata by legal and 
economic means. . . 
(p.5) 
A result of this synergistic effect of behavioral eth¬ 
nicity and a lower socioeconomic status may be observed in 
the attitudes of many Hispanic patients towards authority 
figures, expressions of emotion in asking for help, extreme 
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modesty, hesitancy in discussing sexual matters with health 
providers of the opposite sex, popular and folk-health 
orientations, and more tolerance towards such indicators of 
distress and disease as swelling, bleeding, and pain 
(Knutson, 1965; Henderson and Primeaux, 1981; DiMatteo and 
DiNicola, 1982; Harwood, 198l). These perceptions must be 
understood by health providers in considering class as a 
variable. 
Social Class 
Social class divides Hispanics in the United States, a 
fact that is not discussed openly for fear of being labeled 
snobbish. However, class is an issue well recognized in 
public health. The poor are affected by higher rates of 
infectious disease, higher infant mortality, hypertension, 
stress, and are more vulnerable to illness than the restvof 
the population (Simmons, 1958; Quesada, 1976; Smith, 1979; 
Syme and Berman, 1979; Harwood, 1981; Ablon, 1981; Starfield, 
1982). The lower socioeconomic status of most Hispanic 
families in the United States has serious implications for 
health care. Studies on Hispanics of the lower socioeconomic 
levels indicate that their perceptions of pain, symptoms, 
severity of illness, and expectations of providers are dif¬ 
ferent than those of the middle and upper classes (Quesada, 
1979; Canino and Canino, 1980; Fernandez-Pol, 1980; Harwood, 
1981) . 
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Educators and care givers must be aware that social 
class differences exist in Latin America. It is unfor¬ 
tunate, but a class-conscious structure exists. The society 
is arbitrarily stratified into three social classes: upper, 
middle, and lower. Each of those classes is again sub¬ 
divided into upper, middle and lower. This diversity in 
class is reflected among Hispanics in the United States too, 
and it has "been described as follows: 
hey may be Castillian Spanish, or Caribbean 
island black, or Spanish-Indian mestizo. 
Among them are Cubans who fled to the U S 
with money and middle-class skills, impove¬ 
rished Puerto Ricans or Mexican Americans 
looking for a job--any job; aristrocratic 
Spaniards, whose families settled in the 
Southwest before the "Mayflower" hove into 
Plymouth Harbor. . . 
(Time: 48-6l, 10/16/78) 
Because of these intraethnic, intraclass differences, there 
are more commonalities in the lifestyles of middle-class 
Hispanics and middle-class Anglos than among middle-class 
Hispanics and lower-class Hispanics. These differences 
and similarities among Hispanics and Anglos in the United 
States have been mentioned in the local press as "news." 
An article entitled, "Latins' Lifestyles in the U.S. Similar 
to Natives," states: 
"An educated, upper-class Hispanic has 
more in common with an educated, upper- 
class American than with a lower-class 
Hispanic," said Marcelino Miyares, pre¬ 
sident of a leading minority advertising 
firm in Chicago. "Poor people have a 
tough time, no matter whether they are 
male of female, white or Hispanic. . ." 
(Archy Obejas, Springfield Daily News, 10/23/82) 
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In other words, class transcends nationality, ethnicity, and 
color. Providers must become aware of class differences 
among Hispanics. Many individuals retiring social and health 
services are members of the poor working classes whose lin¬ 
guistic and cultural barriers are compounded by illness and 
unemployment. This does not mean, however, that Just because 
People are poor they will behave as "lower class"; individual 
characteristics must be considered 
ered. Some generalizations 
are necessary to understand differences in perceptions, health 
values and practices; but individualizing health care must 
be the objective of responsible providers. Ozzie G. Si*ns, 
the author of an article considered a classic in the health 
field, explains this important issue as follows: 
When class value differences are discussed 
m terms of middle-class and lower-class 
the reference is to modal types which 
higher and lower status people may manifest 
m different degrees; it does not necessa¬ 
rily follow that all higher status people 
adhere to middle-class modal type, and 
lower status people to the other. 
(Simmons, 1958: 100) 
Simmons’ words lead to the discussion of the socio¬ 
cultural and linguistic conflicts mentioned in the Introduc¬ 
tion of this work. A difference in class between Anglo 
health providers and Hispanic patients or clients has been 
blamed for much of the problem. With due respect to many 
distinguished authors (Branch and Paxton, 1976; Roter, 1977; 
Rund and Krause, 1978; Leininger, 1979; Smith 1980; Harwood, 
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1981; Green, 1982; and Meswick, 1982) Anglo health providers 
are not always middle-class while their Hispanic clients 
and other minorities are always lower class. There are class 
differentiations among minorities as well as within the 
mainstream majority. By association, and hy sharing some 
beliefs and values, not by "origin," most health providers 
identify with middle-class values. Navarro (1976) explains 
these differences in origin vs. association or sharing of 
beliefs, as follows: 
In a class society, it is just "natural" 
that thoses in positions of power belong 
for the most part, to the capitalist class 
either by association, or the sharing of 
beliefs . 
(p . 4U4 ) 
Therefore, while undertaking their training many health pro¬ 
fessionals and paraprofessionals adopt middle-class values; 
but they do not automatically become members of the middle 
class. Many of these providers are children of behavioral 
ethnics, sharing common problems and idiosyncracies with 
low income Hispanic patients and their families. It is 
imperative, therefore, that health providers and educators 
become familiar with their own ethnicity and familial roots 
before attempting to help others. A sensitivity to patients’ 
feelings may only occur if providers undertake an introspec¬ 
tive examination that will avoid the "cultural blindness" 
and "ethnic amnesia" mentioned in the Introduction of this 
dissertation . 
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Munllo-Rohde (1979) stresses the Importance of under 
standing individual and sub-group characteristics among 
Hispanics, particularly the factor of social class, as 
follows: 
To provide effective and safe care to 
Spanish-speaking consumers we must take 
into account culture, language, values 
and belief systems differences, as these 
affect health and illness perception of 
Hispanics. Spanish-speaking people also 
perceive health care providers in specific 
ways. . .The socioeconomic and educational 
level of people within the same ethnic group 
provide the individual with different per¬ 
ceptions of the same values and cultural 
beliefs. 
(p.226) 
That quotation serves as an introduction to illiteracy among 
Hispanics, a critical factor in health. 
Literacy/Illiteracy 
It is hard to believe that there are around twenty to 
twenty-five million functionally illiterate adults in the 
United States (Kozol , 1980 ; Hunter and Harman, 1979; Cook, 
1983) who are unable to read, count, and/or comprehend 
written materials. These individuals are too ashamed, in¬ 
timidated, or discouraged to ask for simpler instructions, 
explanations and help. Kozol explains this predicament as 
follows: 
Men and women cannot realistically be 
expected to survive within this social 
system if they cannot read and understand 
those forms of admonition that relate di¬ 
rectly to their health and safety. . .of 
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access to health care and some basic 
comprehension of the medical vocabulary 
especially the type of words that tend 
to mystify the patient while intimidat¬ 
ing those who wish to question why a 
certain procedure or particular medication 
has been recommended. 
(Exc e rpt s) 
With monolingual Hispanic patients/clients, illiteracy 
is compounded specially when individuals are illiterate even 
in their own language. The limited vocabulary of the 
Hispanic patient, added to the stress of the clinical en¬ 
counter, may prevent an illiterate or functionally illiterate 
individual to undestand the health provider's instructions 
or explanations. Attempting to correct the situation, the 
hospitals and other health institutions resort to audio¬ 
visuals. From personal experience I must recommend caution 
in using English versions of health education materials to 
inform monolingual Spanish-speaking patients. People's per¬ 
ceptions are influenced by their past experiences as well as 
their environment. Non-verbal communication may be hampered 
by culturally perceived experiences, particularly with il¬ 
literate individuals. The following incident happened to 
me with a well-respected but functionally illiterate folk- 
healer from the local Puerto Rican community. We had met 
again at a neighborhood health fair and were invited by a 
social worker to view a short film on breast self-examination. 
The film was in English, and the lady folk-healer ("curan- 
dera") only spoke Spanish. At the end of the eight-minute 
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film,I asked her what she thought of the movie. She politely 
answered, "These Americans are really smart! They get rid 
of the cancer by squeezing it through the nipple.- I was 
horrified at her perception of the procedure as "squeezing 
out" deadly matter. Knowing that this lady is a reputable 
traditional healer and a respected member of her community 
(without her advice or approval many patients refuse hospi¬ 
talization or treatment I carefully but firmly corrected 
her opinion as to the preventive, not curative, nature of 
the film. The social worker, who spoke some Spanish, was 
very puzzled and surprised by these developments. It was 
truly an excellent lesson in health education for all of us. 
When I finished my explanation, my lady friend lifted an 
eyebrow and stated, "Of course you don’t cure cancer like 
that; you just feel all around your breast. Then, if a 
'bolita' (a small ball or lump) is found, you must tell the 
doctor. Don’t forget that, dear, for your own information!" 
I thanked her and hurried to say good-bye, hoping that 
Hispanic patients will benefit from her accurate version of 
the breast self-examination presentation. 
It is obvious that a need for qualified bilingual, bi- 
cultural health workers is critical. The alternative is 
competent bilingual, bicultural translators. Also, the pre¬ 
paration of culturally-oriented resource materials is impor¬ 
tant for improving patient health care. These are strategies 
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designed to improve the patient-provider interaction, men¬ 
tioned in the next Chapter, under the Puerto Rican Family 
in the Mainland. A brief reference to the role of the 
Hispanic family follows. 
lHie_Hispanic Family and its Influence on Health Beliefs anH 
Practices ~ - 
The Hispanic family, regardless of social class, is 
patriarchal and extended. Kinship is bestowed to blood 
relatives as well as to "compadres"--ritual kinship--(co¬ 
parents ). Valdez and Gallegos (1982) explain this concept 
of family among Hispanics as: 
• . . the notion of familia extends beyond 
blood lines and effects a community spirit. 
The extended family (together with the 
helping network) is formalized through the 
religious ceremony of godparenting. Grand¬ 
parents, uncles, aunts, and cousins are 
all members of an immediate support system. 
The role of "comadre" or "compadre" (friend 
and confident) further extends this network. 
(p.202 ) 
The family controls the individual with love and care 
through the magic of language and cultural traditions. There 
is no stigma in being interdependent of the family among 
Hispanics, particularly when health decisions are involved. 
Health is a family affair. This cultural trait must be under¬ 
stood by well-meaning Anglo providers when discussing inde¬ 
pendence, decision-making, and "the right to choose," with 
Hispanic patients. Green (1982)has referred to this influence 
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and control of the Hispanic family over the individual as 
"the role of the family an their precedence over indivi- 
dualistic concerns." 
Particularly among the poor, Hispanics fear separation 
from the family and significant others. This is reflected 
the numerous visitors surrounding Hispanic patients in 
medical settings, specially when hospitalized. Explanations 
of regulations limiting just two visitors at a time seem 
to fall on deaf ears. Providers must understand the fear 
of relatives to leave the patient alone, without the emotional 
and physical support of relatives and close friends. The rel¬ 
atives cannot understand that they are disrupting hospital 
routine. They must he informed gently that other acculturated 
Hispanics and non-Hispanic patients may prefer less people 
around them, in closed quarters, while being hospitalized. 
However, providers must understand that group decisions are 
customary, since the patients, being mostly poor, must rely 
on family and friends for funds and services to relieve them 
of daily tasks and normal obligations. If pressed for im¬ 
mediate decisions, many of these patients will politely 
listen "and agree in name only in order to be courteous and 
to avoid dissension" (Kelz, 1982). Of course, this is not 
solely a characteristic of Hispanic patients, but as a rule, 
there is a desire for politeness towards authority figures 
and self-sacrifice is expected of all family members 
(Quesada, 1976). 
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Just as it is considered wrong not to visit and stay 
for a while with a sick member of the family, it is against 
cultural values to place elders in nursing homes. In Latin 
America the concept of nursing homes is almost unknown; and 
this cultural trait is also observed among most Hispanic 
families in the United States, regardless of social class. 
Benavidez-Clayton (1979) suggests that perhaps an "exemplary 
strategy" exists among Mexican Americans, the largest sub¬ 
group of Hispanics in the United States that may be emulated 
by the rest of Americans. Of the one million residents in 
American nursing homes, Benavidez-Clayton reports that 96% 
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are white, 2% are black and 2% "all others" (Asians, Native, 
Americans, Mexican Americans, etc.). The implications for 
health planning and programming are that before arrangements 
are prepared to establish nursing homes for Hispanic residents, 
this American culturally irrelevant custom has to be considered. 
Instead, it is more practical and logical to provide for 
better and larger housing for the traditionally large and 
younger families of the Hispanic poor in urban areas of the 
United St at es. 
As has been mentioned before in other sections of this 
paper, the Hispanic group is young in the United States with a 
median age of 23, as compared to the national average of 31.2. 
(in the case of the Puerto Rican subgroup, the second largest 
Hispanic representative in the United States, the median age 
seems to be 19.*+ years old.) As the population grows older 
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and more acculturated, perhaps there will he a change and 
cultural expectations will show a need for nursing homes. 
However, it seems quite remote that the Hispanic family will 
decide to place its elders in institutions. It is better to 
invest funds m education, employment retraining, housing, 
and health care than in culturally irrelevant nursing homes. 
A more detailed discussion of traditions observed in 
Hispanic families will be offered in the next Chapter, 
under "Puerto Rican Families in the Island" and "Puerto Rican 
Families in the Mainland." The role of the family is cited 
as one of the factors influencing health. At this time it 
must be mentioned that the link between rejection of tra¬ 
ditional Hispanic family values has been responsible for 
mental health problems among some Hispanics in the United 
States. It seems that the behavioral ethnics (discussed 
under Ethnicity in p.102) have fewer incidents of mental 
health problems. Blanca Fernandez — Pol ( 19 8 0 ) , c omme n ting 
on the link between acceptance of traditional Latin American 
family values and the development of psychopathology, suggests 
that the observance of family values among poorer Hispanics 
protects its members. Since strict role definitions pre¬ 
vail among the traditional Hispanic families, particularly 
among the members of the less affluent groups, the conflicts 
of Americanization of the family and consequent role re¬ 
versals --caused by migration and stress--seem to be res¬ 
ponsible for severe mental health conditions. Understanding 
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the influence of traditional family roles among „lspanics 
Will equip Anglo providers to offer better health care. 
Reference should also be made to the cultural practice 
of using both the paternal and maternal family names as the 
"last name" of Hispanics. This cultural trait has been 
discussed before as the source of pride among families. 
However, it is important that Anglo providers understand that 
the practice of determining relatives by factual kinship may be 
misleading among Hispanics. Therefore, before a decision is 
taken in hospitals as to the legality of a visit or a sig¬ 
nature from close or "legal" family members, efforts should 
be made to understand close family ties. As was explained 
at the beginning of this section, the "compadre" system, or 
the ritual of "compadrazgo," converts a close, intimate 
friend into a true family member and "significant other," 
with all the privileges and commitments of a Hood relative. 
The madrina (godmother) and the "padrino" (godfather), 
chosen by a child's parents to represent them as "co-parents,” 
should, therefore, be acceptable as legal representatives of 
a child, with all the duties and responsibilities expected 
of the biological parents. 
In closing this section on the Hispanic family, it is 
important to remember that in terms of health values, beliefs 
and practices, the mothers and grandmothers are usually the 
healers. Naturally, that includes the "comadres" (the chil¬ 
dren's "madrinas" mentioned above). In most Latin American 
homes, particularly among rural populations, herbal medicine 
-y be practiced. With the shift of populations to urban 
areas, traditional/folk medicine has also expanded to cos¬ 
mopolitan areas. Although there are many Hispanics in the 
United States who do not practice folk medicine, it may be 
fair to that most individuals from the various Hispa¬ 
nics subgroups are familiar with home remedies, laxatives, 
poultices, herbal teas and other family concoctions. 
With the active flow of population exchange between 
Latin America and the United States, added to the strong ties 
among Hispanic families, it is natural that folk beliefs, val- 
practices are present. Depending on degree of assi¬ 
milation, social class, and family traditions many Hispanics 
observe folk medicine practices. However, because of the 
intraethnic, intracultural differences and similarities dis¬ 
cussed previously in this paper, providers should not assume 
that the same health practices are exhibited among all 
Hispanic subgroups. Harwood (1981), Murillo-Rhode (1979), and 
Bulloughs and Bulloughs (1982), mention the extended use of 
curanderos" (folk healers) among Mexican Americans of the 
poorer classes, while the same population among Puerto Ricans 
prefers espiritistas" and "mediums." Henderson and Primeaux 
describe Third World medical beliefs and practices as "less 
compartmentalized than that of modern Western people. . 
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explaining their illnesses in terms of imbalance between 
the individual and his or her physical, social and spiri¬ 
tual worlds (p . 6l) . These authors describe "espiritismo" 
the belief that the visible world also includes an in¬ 
visible world inhabited by good and evil spirits who 
influence our behavior” (p.66) and that spirits make their 
presence known through mediums. Furthermore, Henderson and 
Pnmeaux mention the role of mediums as: 
Mediums treat both emotionally related and 
p ysical illnesses. Unlike Western-based 
approaches to health, Third World cultures 
\Africa, Asia, and Latin America) do not 
distinguish sharply between physical and 
mental illness. Consequently, mediums treat 
the whole person. For example, in Puerto 
Rican culture psychological symptoms are 
frequently expressed as somatic illness. 
Mediums do not ignore such complaints but 
instead take for granted their dual nature. 
(p.66) 
The effects of familial roles, ethnicity, social class, and 
folk medical practices in the families of Puerto Ricans in 
the mainland are further discussed in the next Chapter. 
The last reference to family practices and folk beliefs 
and values must include the hot and cold theory of disease, 
mentioned throughout the literature concerning the health 
of Hispanics. This theory is traced to the balance between 
the four humours (phlegm, blood, black bile, and yellow bile) 
also known as the "humoral theory." Illness is said to be 
caused by imbalance among the four humors. The theory was car 
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rlSd fr°m Spaln t0 the continent of America and blended 
with local health beliefs. Although the theory seems to 
have disappeared in Spain, it is still prevalent in many 
Latin American countries. The dichotomy of hot and cold 
has prevailed. A very important revision of the custom is 
cited throughout the literature as extending the practice to 
foods and medications (Harwood, 1971). Unfortunately, there 
seems to be no consensus of opinion among the different 
communities and individuals of Hispanic heritage about the 
properties of the hot and cold nature of foods, diseases 
and medications. More research is necessary because of 
its implications for public health measures and patient health 
care, bearing in mind individual differences. Further dis¬ 
cussions on The Hot and Cold Theory will be found in the 
next Chapter, "Puerto Ricans in the Mainland and the Island,” 
and in Chapter V, the Descriptive Study. It is hoped that 
this Chapter on Hispanics in the United States will aid in 
sensitizing health providers, improve the patient-provider 
interaction, and foster quality care. 
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chapter v 
PUERTO RICANS IN THE MAINLAND AND THE ISLAND 
The Puerto Rican's late entry into a post¬ 
industrial society has engendered an atyp¬ 
ical situation of marginality. His journey 
from accommodation to assimilation must occur 
in a technological and automated environment. 
He must adjust from an agricultural, rural 
socio-psychological type of thinking to an’ 
urban technologically-oriented type of think¬ 
ing. .The transition is slow and all obstacles 
are viewed with suspicion and hostility. 
(Vasquez and Bahn, 197^:106) 
Much has been written about the plight of the Puerto 
Rican poor in the mainland—the United States--and of their 
struggles and pain in the difficult process of acculturation, 
from a mostly rural/partly urbanized society, to a fully in¬ 
dustrialized environment in the mainland. 
As was explained in the Introduction of this disser¬ 
tation, the purpose of this work is to help providers become 
more aware of the factors affecting the health of Hispanic 
patients/clients, particularly monolingual Puerto Ricans 
in local communities. This may foster better communication 
among patients and providers and improve health care. Some 
important factors/barriers affecting the health of Puerto 
Ricans and preventing compliance will be discussed, such as: 
culture, language, education, ethnicity, income, migration, 
acculturation, socioeconomic status (poverty) and color. 
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In addition to those factors, there will he a discussion 
of perhaps the most salient one: the family. A brief review 
historical background and geographic position of 
Puerto Rico will precede those discussions in order to 
acquaint health care providers with the Island and its 
people. 
Geographic an_d Historical Background of Puerto Rico . Puerto 
Rico is a small island in the Caribbean, part of the Greater 
Antilles, and the smallest of the group composed by Cuba, 
the Dominican Republic, Haiti, and Jamaica. It measures 
about 100 miles in length by 35 miles in width—approxi¬ 
mately the size of Connecticut--with a land mass of about 
3,500 square miles. It is densely populated--800 hundred 
persons per square mile, as compared to Japan's TOO and 60 
for the United States (Dateline Puerto Rico, Winter 1983.) 
The population of the island is approximately three million 
people. The capital is San Juan, founded by Juan Ponce de 
Leon and incorporated in 1511 as the second oldest city in 
the New World. 
Columbus arrived in the Island of Puerto Rico on 
November 19, 1^93. At that time, the region was inhabited by 
the gentle Taino Indians who were easily conquered and mis¬ 
treated by the Spaniards. Most were exterminated. The few 
that survived intermingled with the conquerors or fled to 
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the mountains. This is 
the Jibaro." ("Jibaros 
The term is becoming a 
now remembered as "the flight of 
are the peasants of Puerto Rico.) 
source of ethnic pride on the island 
(Burdette, 1976). A vestige of that historical past is 
present in some words of Arawak (the Taino language) origin, 
such as "huracan" (hurricane), "hamaca" (hammock), and 
"canoa" (canoe). 
The Spanish conquest lasted from 1^93 until 1898, in¬ 
fluencing the language, culture, identity, and, especially, 
the structure of the Puerto Rican family. During that time, 
since the Taino Indians were decimated, African slavery was 
instituted in Puerto Rico and was only abolished around 
1873. Intermingling occurred, with cultural exchange of 
foods, rituals, music, and other traits (Burdette, 1976). 
Following the defeat of Spain in 1898, Puerto Rico 
became part of the United States as a result of the Spanish- 
American War, as mentioned before. In 1917, Puerto Ricans 
became American citizens, and in 1950, Puerto Rico became a 
Free Associated State (Estado Libre Asociado)—"neither 
fish, nor fowl"—a position it holds at the present time. In 
other words, it is a colony of the United States with"common— 
wealth" status. 
The unique position of Puerto Ricans as American 
citizens and the proximity of Puerto Rico to the mainland 
allows them to travel back and forth without restrictions. 
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This has resulted in a "cultural flow" that has families 
living part of their lives in both the island and the 
Mainland This commuting pattern, mostly of families 
from rural areas "via urban slums" (Rivera, 197*0, has been 
called "the Puerto Rican diaspora," and is responsible 
for increased ethnic ties with the island and the mainte¬ 
nance of the Spanish language as a very strong link among 
families. Unfortunately, while the "diaspora" lessens the 
cultural shock experienced by migrants, it has also acted 
as a barrier, by preventing Puerto Ricans to become more 
attuned to the American mainstream, as in previous immigra¬ 
tion waves. Thus, the Spanish language, a source of 
identity and pride among Hispanics in the United States, 
may be acting as a barrier by preventing upper mobility 
of the monolingual Puerto Rican poor, decreasing their 
chances for employment, education, and health. These prob¬ 
lems will be examined shortly. 
Income in Puerto Rico. The economy has been gradually 
deteriorating in Puerto Rico, with a reported per capita 
income of about$3,000 a year (The Morning Union, November 27, 
1981), or one half that of Mississippi, the poorest state in 
the nation (The New York Times, August 10, 1982, "An Urgent 
Debt to Puerto Rico"). Sixty percent of the population is 
on foodstamps, while the cost of living is 8.2% higher than 
in Washington D.C. (The New York Times Magazine, July 3, 1983). 
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Unemployment in Puerto Rico. Reports of une»ployment- 
around 250,000 jobless-demonstrate a critical situation. 
One out of three workers is employed by the government 
and lately thousands of government workers have been laid 
off (The. New York Times Magazine . August 3, 198 3) . Un¬ 
fortunately, unemployment is reported as high as ho% among 
some age groups (personal conversations with Puerto Rican 
professionals in San Juan, Puerto Rico, January 1983). 
Migration to th_e Mainland. Because of shattered economic 
conditions on the island, more and more Puerto Ricans are 
migrating to the mainland in search of better health, ed¬ 
ucational, and work opportunities. This pattern is not 
new. There is a definite correlation between the migration 
from Puerto Rico and job opportunities in the mainland. 
When there is high unemployment in the mainland, there is 
reverse migration to Puerto Rico and vice-versa (Badillo 
Ghali, 1977). However, this time the situation seems to 
nave worsened. A new exodus, apparently from members of 
the new middle class" in Puerto Rico, is occurring now 
("The New Wave of Puerto Rican Immigrants," The New York 
Times Magazine, July 3, 1983). 
It is imperative that health providers in particular 
keep abreast of these new developments in Puerto Rico, 
since unemployment, migration, and the disruption of the 
extended family roles —added to the stress of a different 
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cultural and linguistic environment--critically in¬ 
fluence the health of Puerto Ricans in the mainland. A 
discussion follows identifying factors affecting the 
health of Puerto Ricans in the mainland. 
Factors Affectin'g Lifestyles and Health of Puerto Ricans 
in the Mainland 
The Puerto Rican family finds itself in 
a hostile environment which makes life 
a struggle for existence at every turn 
• • . finds itself defined as a minority 
group, whereas in Puerto Rico it was a 
part of a majority. "Minority" is synon¬ 
ymous with an out-group whose worth, cul¬ 
ture, values, and life-styles are depre¬ 
cated . . . with blocked access to the 
fraternity of the in-group and the full 
benefits of the American way of life. 
(Mizio , 197U : 79) 
Emelicia Mizio's words serve as a very adequate intro¬ 
duction to the understanding of factors affecting the health 
of over two million Puerto Ricans in the mainland. In order 
to understand the problems faced by the migrants, it is very 
important to realize that there are differences in the term 
"Puerto Rican, as defined by the different institutions in 
the United States, particularly while gathering health data. 
The most helpful publication in this regard has been com¬ 
piled by Jose Oscar Alers (1978) on the health of Puerto 
Ricans in New York City. Since close to one-half of the 
total population of Puerto Ricans in the mainland is con¬ 
centrated in New York City, these findings are invaluable. 
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Just as in the case of the term "Hispanic," there are 
conflicts in the definition of the term "Puerto Rican." Terms 
such as Hispanic, Spanish-Speaking, Spanish-Surnamed, Spanish- 
American, Latin, and even "Minority" are used to describe the 
Puerto Rican population, lumping them with other Hispanics 
(Alers, 1978). These differences in definitions result in 
contaminated data for health purposes. Besides, statistics 
are not clear when the U.S. Census Bureau uses the definition 
of Puerto Rican" to include only a person of Puerto Rican 
birth or parentage (eliminating persons in the third and sub¬ 
sequent generations who still consider themselves Puerto Ri¬ 
can and/or are so defined by the general community). On the 
other hand, the New York City Health Department uses two dif¬ 
ferent ways to collect data. That is, within the New York 
City Health Department, statistical information on Puerto 
Ricans is compiled by parentage for infant mortality, birth, 
and premature births, while mortality rates include only those 
8orn in Puerto Rico. These differences in compiling statis¬ 
tics, added to the confusion of the different terms used to 
define Puerto Ricans, represent variations that affect the 
validity of statistics on Puerto Ricans. The confusion is 
also present in the way the Narcotics Register of New York 
City compiles statistics on drug abuser, since they use the 
term "Hispanic" when referring to Puerto Ricans. Alers says, 
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+hp P not at all clear, however, that 
the Register's report of a person as 
Hispanic follows the U.S. census def¬ 
inition. This could greatly affect the 
reported rates for the Hispanic group 
. Whether or not one takes the His¬ 
panic figure as the true rate for Puerto 
Ricans (who constitute about two thirds 
of all Hispanics), it is clear that 
there is a vast gulf in the rates of 
the minority groups and those of the 
whites . 
(pp. 23-24) 
The differences m definitions and compilation of data 
are incomplete, deficient, and biased, as will be seen from 
other examples. 
The data on mental illness and retardation by racial/ 
ethnic group for New York City are available from records 
kept by the New York State Department of Mental Hygiene. 
An admission form is completed for each individual inter¬ 
viewed. There is an item in the form indicating the racial/ 
ethnic group of clients, with special codes for Puerto Ricans, 
blacks, whites, "others," and an "unknown" category for those 
persons whose racial/ethnic group is not stated. A person is 
considered Puerto Rican 
. . . if he or a parent was born in 
Puerto Rico, thereby including both 
first and second generation Puerto 
Ricans. If a person is classified as 
Puerto Rican by these criteria, he is 
defined as such whether he is white or 
black. Racial/ethnic identification 
is determined on the basis of observa¬ 
tion or the statement made by the pa¬ 
tient or client. 
(p. 15) 
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Also, the admission form requires that personnel fill out an 
item indicating their initial or working psychiatric diagno¬ 
sis or impression of the client at the time of the interview.« 
This means that both times—in the racial/ethnic identification 
item and in the initial oV working psychiatric diagnosis item — 
it is up to the interviewer's perception of the client how an 
individual is categorized. This places a tremendous respons¬ 
ibility on the interviewer, and the possibilities for biased 
data, particularly if providers and clients have different 
linguistic and cultural backgrounds. In the case of mono¬ 
lingual Puerto Ricans completing questionnaires, with hardly 
any command of the English language, it seems unfair and even 
ridiculous to follow such a procedure. Data gathered in this 
way must certainly be subjected to close scrutiny. It is, 
therefore, significant that under those conditions "total 
admission by racial/ethnic group show that the rate per 
100,000 population for both Puerto Ricans and blacks is ap¬ 
proximately twice the comparable rate for whites" (Alers:l6). 
It is also important to notice that racial/ethnic iden¬ 
tification is determined on the patient's self-report-, which 
means that the client's self-classificat ion does not always 
coincide with that of the interviewer. Also, it may mean 
that third and fourth generation Puerto Ricans are not con¬ 
sidered Puerto Rican any more. All this confusion may be 
responsible for the "devastating picture of mental illness 
and retardation experienced by blacks and Puerto Ricans in 
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New York City" (Mars, p. 16). The author further states 
that l6?S of all admissions did not include or were not com- 
pleted for racial/ethnic data, which added to the distortion. 
The disturbing point here is that conflicts between 
providers and clients seem to be aggravated by allowing sub¬ 
jective questions to exist when gathering data. Even with 
highly trained, sensitized health workers, with adequate case 
loads, it would be difficult not to expect mistakes or poor 
judgments. The danger of labeling people "retarded" or 
mentally ill," secluded in institutions alien to their real 
needs, is very real. 
In the case of Puerto Rican monolinguals who are inter¬ 
viewed and diagnosed mostly by English-speaking providers_ 
due to the shortage of professional bilingual/bicultural 
health personnel—the implications of biased and/or invalid 
data leading to improper diagnoses are awesome. Specially 
in the area of mental health, understanding the language, 
culture, and personal background of patients/clients is 
a critical factor. 
Alers voices those concerns when he says: 
It is difficult to conceive of a 
systematic explanation of these 
figures and others presented in 
the discussion of mental illness 
and retardation that does not stress 
the economic, cultural, and, espe¬ 
cially, the linguistic differences 
between Puerto Ricans and the other 
two groups and contrast them with 
the characteristics of the staff 
personnel who diagnose the clients 
admitted to these facilities. 
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Having been introduced to the various definitions and 
data gathering procedures in New York, and the urgent need 
for better prepared health care professionals and parapro- 
fessionals to serve the Puerto Rican community, it is impor¬ 
tant to remind providers that not all Puerto Ricans face the 
same problems, nor are their needs the same. There are intra 
ethnic, intracultural diff erences—just as in the case of 
Hispanics-the main group in the United States —described in 
the previous Chapter. Those differences affect health be¬ 
havior and utilization of services. A discussion of factors 
affecting the health of Puerto Ricans in the mainland follows 
Age_. The median age in 1980 was 19.4 years old for Puerto 
Ricans, as compared to 28.6 years old for the total United 
States population. More than three-fourths of all Puerto 
Rican families have children under 18, as compared to only 
one-half for all other families in the United States. One 
fourth of Puerto Ricans in the mainland is under 9 years of 
age (Harwood, 1980). This means that the Puerto Rican popu¬ 
lation in the mainland is young, with distinct needs for 
services like schooling, accident prevention, health insur¬ 
ance, family planning, housing, welfare, and alcohol, drug, 
nutrition, and sex education—among others. 
Lead poisoning is a leading health problem among young 
children. The Findings from New York City state that around 
450,000 apartments, with approximately 20,000 children need 
better control measures. Since lead poisoning is connected 
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with mental retardation in children and the condition is 
preventable if adequate measures in interior housing sur¬ 
faces are observed, Puerto Rican communities in the main¬ 
land must consider this condition a priority. 
Another important finding mentioned by Alers is that 
Puerto Rican children under 15 have a higher mortality rate 
from influenza and pneumonia than the general population. 
Also, the rate of accidents is high in this age group, ac¬ 
counting for 28# of all deaths. It is, therefore, not sur¬ 
prising to learn that the medical specialties most sought 
after by Puerto Ricans are pediatrics and obstetrics/gyne¬ 
cology. However, there does not seem to be enough represen¬ 
tation of health professionals/paraprofessionals with bi¬ 
lingual, bicultural ability to cover this need. 
Also important to note is that death from cancer and 
cardiovascular disorders is lower in the Puerto Rican com¬ 
munity in New York because of the relatively young age of 
the group. What is tragic and very feared is the epidemic 
of drug dependence, with a high prevalence of 50# of His¬ 
panic addicts reported under the age of 25 (Alers, p. 84). 
It is imperative that health providers consider these 
disorders and conditions observed and reported in the study 
of New York City Puerto Ricans, which may also affect local 
communities . 
In Springfield, Massachusetts, the first major study 
of Puerto Ricans, released on October 30, 1978 by the Spanish 
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American Union, indicated that the median age of Puerto Ri¬ 
cans in Sprigfield was l4.7 years, vs. 29.1 years for the 
general population of the state. Also, 82$ of the households 
had children under the age of 5 years. Approximately 51$, or 
one out of every two Puerto Ricans, was below the age of l4 
years, as compared to 25 .5l for the same category in the 
general population of the state. Also, 63/5 fell below the 
age of 20 years, as compared to 36.6$ for the general Mas¬ 
sachusetts population. Only 28.7$ of the population fell 
under the 25 to 64 age category, as compared to 43.98 for 
the general population. That is the age considered as the 
prime working period of life. 
A significant figure is the one related to the age 
category of 65 years and over. While 11$ of the general 
Massachusetts population was over the age of 65 years in 
1970, the proportion of persons in the 1978 study was less 
than 1$. The implication is that while the proportion of 
individuals 65 years old and over is growing in the United 
States, Puerto Ricans will not reach that age, as a group, 
for a few decades. 
With lower levels of educational attainment and larger- 
than average families, Puerto Ricans are at a disadvantage. 
This is shown in their income. 
Income in the Mainland. The median family income of Puerto 
Ricans is $9,900--half that of the average American family 
(New York Times Magazine, July 3, 1983). 
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The National Center for Education Statist! 
reports that 48.6% of Puerto Rican families have 
incomes of less than $12,000—the lowest income 
the Hispanic group. (See last Chapter No. V, 
panics in the United States.") 
cs, 1981, 
annual 
within 
"His- 
Canino and Canino (1980) and Badillo Ghali (1977)' 
Clte a figure of 33% of mainland Puerto Ricans living 
below the poverty level, as compared to 12% for the general 
population in the United■States. 
In Springfield, Massachusetts, comparative figures 
were difficult to obtain. Table 17 (p.63 of the Spanish 
American Union report) shows a mean yearly income of 
$7,182.76 for males and $6,131.05 for females, and a median 
yearly income of $6,760 and $5,226, respectively. Because 
unemployment rates in the area were between 25% to 50% for 
men, the report indicates that the income of Puerto Ricans 
in Springfield is much lower than for the general population 
The above figures confirm the fact that most Puerto 
Ricans in the mainland are not only young but also poor_ a 
lethal combination—which makes it imperative for the nation 
to revise present programs and services. One of the most 
important areas that needs reorganization is, of course, edu 
cation. 
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Education in_ the Mainland. As mentioned in Chapter III, 
Puerto Ricans in the mainland have the lowest educational 
achievement scores and the highest dropout rates of all 
Hispanic subgroups in the United States. These low 
scores and high dropout rates seem to be connected with 
"commuting patterns" (to and from the island and the main¬ 
land) and also to deficienciesin the English language. 
In Springfield, the level of education of Puerto 
Ricans in relation to the general population in the state, 
showed a large proportion of the population (5U%) with an 
eighth grade education or less. According to the Spanish 
American Union's report, dropout rates from the Springfield 
High School system are high. It seems that current edu¬ 
cational programs, particularly bilingual education, need 
revisions. As will be discussed shortly, the socio¬ 
economic status of a family seems to play a special role 
on education. 
Social Class. The Contractor Report of November 1981, 
"Hispanic Students in American High Schools: Background 
Characteristics and Achievements," prepared for the National 
Center for Education Statistics, mentions the strong in¬ 
fluence of social class on scholastic achievement. 
Low levels of income and education typify the condi¬ 
tion of most Puerto Ricans in the mainland, making them 
•targets for poor health and the sequel of social problems 
132 
that are attached to poverty. That doesn't mean that there 
are no social classes among Puerto Ricans. There are in¬ 
traethnic, intracultural variations within subgroups, and 
social class is a strong factor of differentiation causing 
stress and anxiety among individuals. Sonia Badillo Ghali 
(1977) has explained this stereotyping of classes-as follows. 
Often when a poor Puerto Rican sees a 
professional worker, he is wondering 
what that person thinks of the poor, of 
the dark-skinned, of those inarticulate 
in the English language. Does the pro¬ 
fessional worker understand how the 
ghetto has affected him? What it is 
to be hungry, humiliated, powerless 
and broke? Does he really want to 
help or just do a job? The middle- 
class Puerto Rican will wonder if the 
professional person will attribute 
all of the usual stereotypes to him, 
or see him as an individual. 
(p.46o) 
The Spanish American Union's report on Puerto Ricans 
in Springfield also mentions the factor of social class in 
Puerto Rico and in the mainland. Referring to the popula¬ 
tion involved in the 1978 survey, it states: 
There are Puerto Ricans living in the 
Springfield area outside the sampled 
tracts, some of whose socioeconomic 
status is what is commonly referred 
to as "middle class." Their number 
relative to the larger Puerto Rican 
community, is small. . . 
(p. 12) 
The report also discusses the emergence of a sizeable 
middle class in Puerto Rico, "with large numbers of persons 
employed in professional and managerial positions" (p. 19)* 
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Health providers must he aware of class differen¬ 
tiations among individuals in order to avoid generali¬ 
zations and stereotyping of patients in the name of 
"understanding the culture." After all, the importance 
of social class as a significant variable in health studies 
stems from its potentiality to predict health practices, 
beliefs and values—without forgetting individual character¬ 
istics . 
Another issue to be discussed is "color," mentioned 
before in the Badillo Ghali quotation, because of its role 
in the lives of Puerto Ricans in the mainland. 
Color. Color must be recognized by health providers and 
educators as a very important factor in the lives of Puerto 
Ricans in the mainland. It is one of the most common and 
painful problems encountered by many Puerto Ricans upon 
their arrival in the United States. In Puerto Rico, people 
are not identified in the dichotomy of black or white, but 
are rather described in a variety of "hues" suggesting light¬ 
ness, darkness, and hair texture as follows: 
Darker Puerto Ricans are "morenos," 
less dark Puerto Ricans are "triguenos," 
while still lighter Puerto Ricans may be 
described as "grifo" (light-skinned with 
kinky hair) or "indio" (having native 
Indian characteristics). All these terms 
imply some sort of racial mixture. How¬ 
ever, the important consideration is 
that these intermediate tones . . . 
represent legitimate color variations. 
(Longres, 19T^‘- TO) 
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Suggestions have been made to identify Puerto Ricans 
as "Rainbow People," to emphasize pride in the Puerto 
Rican culture which has committed itself to minimizing 
color differences (O'Connor quoted by Longres, 19TU). 
Puerto Rican authors do not deny that there is a 
certain amount of "color awareness" in Puerto Rico, but 
claim that color is of little importance—particularly 
m the lower socioeconomic group. The primary source of 
Self-identis class* That is, many darker Puerto 
Ricans may be found in the elite class, and many white 
Puerto Ricans may also be found in the lower socioeconomic 
group. But upon their arrival to the United States, Puerto 
Rican families are immediately labeled "non-white," which 
means that they are suddenly classified with American 
blacks, consequently sharing stereotyping and prejudice 
(Sowell, 1981; Badillo, 1977). This racial discrimination 
practice in the United States has been described by Angela 
Jorge (1979) as follows: 
. . . American society constantly 
reaffirms through schooling, em¬ 
ployment, housing, social inter¬ 
actions and institutions the in¬ 
ferior status of black people in 
this country. 
(p. 135) 
However, Jorge also accuses Puerto Ricans themselves of 
"covert racism, often overshadowed," in contrast to the 
United States, "an openly racist society." 
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Because children within the same family may show 
differences in color among each other-a result of the 
racial mixture among groups, dating back to the early 
history of Puerto Rico--some may be considered black 
and some white in mainland schools. This adds to the pains 
of acculturation of the family, sometimes with emotional 
and even destructive reactions among its members (Badillo, 
1977; Mizio, 197*0. 
Julian Rivera explains this racial mixing in the 
island and the variety of hues among its people because of 
intermarriage during the Hispanic conquest. But he em¬ 
phasizes the tolerance of color in Puerto Rico. He also 
comments on what criteria are used in the United States to 
define black people. Rivera (197*0 says: 
Although Puerto Ricans come from various 
backgrounds, a great deal of racial 
mixing and intermarriage has taken place 
in the island owing probably to the island's 
isolation, to the shortage of European 
women in the earlier days of the coloniza¬ 
tion, and to other sociological factors. 
The result of that racial mixture is a 
general tolerance about color. However, 
in coming to live in the United States, 
Puerto Ricans have come in conflict with 
the American tradition that "one drop of 
black blood makes a blackman". 
(p . 85) 
Jorge calls that classifying practice the "descendant rule" 
which dictates "that a Negro is anyone having one drop of 
Negro blood." In Latin America, the opposite seems to be 
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true; "one drop of white blood," and people are not con¬ 
sidered black. Actually, people are labeled "Hispanic," 
or "Puerto Rican," thus combining ethnicity and race. An 
example of this practice is the admissions form used in 
New York City—mentioned under factors affecting the health 
of Puerto Ricans in the mainland. The classification used 
was for "ethnic/racial group. Also, this classification 
did not specify whether the individual was black or white, 
but simply "Puerto Rican." 
This problem with color in the United States is one 
of the reasons why darker Puerto Ricans may refuse to speak 
English in order to preserve their identity and ethnic 
background. Therefore, color, as a preserver of self-identity 
and Spanish language as a symbol of ethnicity and pride, must 
be seriously considered in any interaction involving mono¬ 
lingual Puerto Ricans and their families in the mainland. 
At this time, it is important to state once again that 
the factors described in this section are only guidelines 
that may help providers understand problems. Naturally, 
every individual is different and reacts accordingly. The 
factors presented are of importance in understanding the 
plight of Puerto Rican families in the mainland, especially 
their health problems and previous experiences. However, 
care must be exercised in order to avoid stereotyping in¬ 
dividuals. Individualizing health care according to the 
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uniqueness of the patient/client and the family should be 
the guidelines for a successful patient-provider inter¬ 
action . 
A discussion of Puerto Rican families in the island 
and m the mainland follows in order to emphasize critical 
input of the family in health care. 
Puerto Rican Families in the Island 
We Puerto Ricans belong to a large 
family of people having a common 
identity, language, and heritage. 
We deserve to be considered on the 
basis of our unique story as a 
people whose culture is not less 
than the Anglo-American. We sim¬ 
ply are, with no claims of supe¬ 
riority, nor any wish to be con¬ 
sidered inferior, to any of the 
peoples living in the USA. 
(Mercado, 197^: 150) 
Traditionally the Puerto Rican family, as other His¬ 
panic families, is patriarchal — regardless of class—with 
clearly defined roles among the sexes. 
The father is the absolute ruler of the home. He has 
the final word and exercises firm authority over wife and 
children. He demands and receives "respeto" (respect) and 
obedience. He does not participate in the chores of the 
home or in the direct care of the children (Acosta-Belen 
and Sjostrom, 1979; Christensen, 1979), hut he is considered 
the "macho," the protector and provider of the home (Fitz- 
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Patrick, 1971; Harwood, 1980* Mizio < 1077. pu a 
, mizio,' 1977 ; Christensen, 1979} . 
This macho role is expressed in relation to his family, his 
Job, and the expectations of his fellovmen. When no male is 
available in a family, a male relative is called in, or the 
maternal grandmother undertakes the authority role because 
of respect for her age and position (Mizio, 1977; Hardy-Fanta 
and MacMahon-Herrera, 198l). 
"Being a man," or "machismo" in Puerto Rico is described 
as follows: 
In the culture of Puerto Rico being 
a man means having a keen sense of 
one’s inner worth as an individual; 
receiving proper respect from people 
younger than oneself; manifesting 
fidelity to deep family loyalties 
and a preference of family over 
others; and demonstrating a mastery 
over those types of work which are a 
man’s responsibility whether the hum¬ 
ble cutting of sugar cane or the 
skills of a lawyer or architect. 
(Fitzpatrick, 1971) 
Of course, "machismo" is not only typical of Puerto Ri¬ 
can males. The Latin American culture in general gives much 
emphasis to "machismo" in males and virginity in females 
(Christensen, 1979; Fitzpatrick, 1971). Females are expected 
to be virgins when they marry and to be docile and understand¬ 
ing (Mizio, 1977). The concept of Marianismo (the veneration 
of the Virgin Mary and of Motherhood) is extended to the Puer¬ 
to Rican mother (Badillo, 1977; Canino and Canino, 1980.) 
These cultural expectations are explained by Hidalgo and Hi- 
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dalgo Christensen (1979) as follows: 
Puerto Rican culture, like most 
cultures is dominated by sexist 
values. Machismo and virginity are 
strong values that continue to be 
entrenched in the culturally pre¬ 
scribed behavior. The machismo-vir- 
ginity cult prescribes that the man 
be the sexual aggressor. . . Women 
are expected to reject sexual advan¬ 
ces. . . to safeguard 'their virginity 
until marriage, to remain passive . 
(p. 112) 
Although male-female roles are in a state of transition 
all over the world, and even more so in the island of Puerto 
Rico (because of the Americanization process), it may be said 
that most of the described roles are still being observed now 
(Christensen, 1979). 
The Puerto Rican woman, as most Hispanic women, is the 
center of the home, with the traditional role of homemaker, 
mother, and teacher of the next" generation (Christensen, 
1979). Her essentially domestic role as self-sacrificing 
mother (Acosta-Belen and Sjostrom, 1979; Hidalgo and Chris¬ 
tensen, 1979) is perpetuated by rigid distinctions among the 
sexes, stereotyped and encouraged by the family and schools 
(Acosta-Belen and Sjostrom, 1979 ). Christensen, who married 
into a Puerto Rican family, says that females are permitted 
little aggressive behavior, which is considered a male at¬ 
tribute. He also mentions that the culture teaches females 
to detest either physical or emotional turmoil. Interesting¬ 
ly, the cultural roles that do not favor females are rein- 
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forced by the mother through her different expectations and 
socialization of female vs. male offspring (Christensen, 
1979). 
It seems that as the economy changes, roles change too 
in Puerto Rico. King (1979) explains: 
As the economy of Puerto Rico 
becomes more industrialized a 
new social base is being created 
--the urban working class. With 
the emergence of this class, the 
role of the woman is being re¬ 
defined. Increasingly, the 
authority and the culturally 
defined role of the wife as 
subordinate to the husband are 
giving way to the emancipation of 
the Puerto Rican woman, specially 
as she becomes more economically 
independent of man. 
(p. 131) 
Childrearing reflects the parental roles. Children are 
dearly loved and wanted, but from a very young age they are 
taught to be submissive, respectful of their elders and author¬ 
ity figures. In Puerto Rico, says Mintz: 
In all classes obedience and "res- 
peto" are most prized qualities in 
children . . . children under 10 
should "fear," from 10 to 20 they 
should "respect," and over 20 they 
should "love" their parents. 
(Mintz, 1973: 65) 
Overt expressions of aggresion by children are discour¬ 
aged by Puerto Rican families, as opposed to the American 
values of aggressivenes (Badillo Ghali, 1977). 
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As in most Hispanic families, there is much respect for 
older people. The culture does not conceive of nursing homes, 
except on very rare occasions. The extended family takes 
care of parents, and grandparents. The culture frowns on the 
institutionalization of elders, as was previously explained 
under the Hispanic Family. 
The same is true for baby-sitters. Very few families 
rely on the services of strangers for child care. That is 
the function of the extended family, which includes grand¬ 
parents, aunts, uncles, cousins, nephews, nieces, and "corn- 
padres” or "comadres" — co-parents (ritual kinship). This 
is a Hispanic custom that was explained in more detail in 
Chapter III. Particularly in small towns in Puerto Rico, 
everyone is concerned with children besides the extended 
family—even storekeepers and teachers, besides neighbors 
and friends (Badillo, 1977). 
Unfortunately, because of unemployment and a search 
for better opportunities, the family must leave the island. 
Painful acculturation ensues. 
Puerto Rican Families in the Mainland 
Puerto Ricans are best described as 
an uprooted people. . . they have 
found a hostile society that dis¬ 
criminates against them because of 
their color, language and culture 
. . . The lack of opportunities 
and their own lack of skills have 
forced Puerto Ricans to live in a 
deplorable state of misery. They 
hold the least desirable jobs and 
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and have the lowest income, the 
highest percentage of public as¬ 
sistance . . . they are forced to 
live in the most dilapidated houses 
in the worst neighborhoods . . . 
(Rivera, 197^: 87) 
Forced by unemployment and poor economic conditions 
in the island, Puerto Ricans leave for the mainland with 
hopes for better working opportunities and lifestyles. But 
upon arriving in the United States these poor, semi-rural, 
usually monolingual, young, and unskilled families find them¬ 
selves in a hostile environment, sharing many characteristics 
of other low-income working classes, but their plight is com¬ 
pounded by the effects of migration, acculturation, lack of 
knowledge of the English language, distance from their extended 
families, and discrimination (Canino and Canino, 1980). 
In contrast to his position in Puerto Rico, the head of 
family loses his self-respect and dignity because of unemploy¬ 
ment, added to language and educational problems. Besides a 
lack of proficiency in English, he is not prepared or trained 
to work in a technological society (King, 1979)- Being unable 
to get a job results in role reversals. His role as a provid¬ 
er and protector disappears. He finds himself depending on 
his wife or partner to support him and the family. The spec¬ 
ter of welfare haunts the family. This plight of poor Puerto 
Ricans in the mainland, "newcomers of the aviation age," and 
American citizens — not foreigners, like individuals ol pre¬ 
vious immigration waves—is expressed by Fitzpatrick (I9fl) as: 
They come when automation is 
creating a new kind of economy, 
and jobs which once were the 
great channels of immigrant ad¬ 
vancement are being eliminated 
by the hundreds of thousands . 
They come when the City and Fed¬ 
eral Governments provide a range 
of public services from public 
housing to welfare, which did not 
exist half a century ago. 
(p • 3) 
Although those words were written almost fifteen years ago, 
the situation still persists and the comments are still 
valid. Unemployment in the island is double that of the 
mainland. Also, health, wages, and welfare benefits are 
better in ;the United States than in Puerto Rico (Amaral, 
1980 ) . 
The shift in family roles causes stress and anxiety 
among the members of the newly arrived Puerto Rican family, 
eroding family life and adding to instability. Mental 
disorders, drinking, and other deviant behavior ensues (as 
explained previously under "Factors Affecting the Lifestyle 
and Health of Puerto Ricans in the Mainland). 
The stress, struggle, and role reversals in the family 
have also an influence on children. The older boys, special¬ 
ly, become distant and hostile. Because of their new ability 
to speak English, they can get jobs that their fathers cannot 
perform. The "parentified child," with interpreter/transla¬ 
tor responsibilities may then turn defiant, disrespectful. 
IhU 
independent, and non-submissive —traits alien to the culture. 
Parents react with excessive restrictions and strict home 
regulations that trigger more defiant behavior among Puerto 
Rican children in the mainland (Canino and Canino, 1980). Al¬ 
though not referring to this situation as the problem of the 
'fearentified child," but as the result of acculturation and 
language proficiency, Mills (1967) says: 
^T i c u 11 i e s often arise when 
children learn English and find 
that they hold a whip hand over 
the parents who speak only Span¬ 
ish, or speak English brokenly.. 
They become an insecure second 
generation--estranged from the 
parents and their culture and 
from neighbors and theirs. They 
become the culturally homeless, 
to whom not social but institu¬ 
tional controls are applicable. 
(P. 98 ) 
As a symbol of their control over the children, parents 
then demand that Spanish be spoken in the home. Grandparents, 
residing in the same household, express their desire to be 
greeted and addressed in the Spanish language. Thus, Spanish 
acquires an added dimension—controlling the young of the Puer¬ 
to Rican families in the mainland, and preserving traditions 
associated with the extended family and the Motherland, Puerto 
Rico. 
Sometimes Anglo professionals from child care and wel¬ 
fare agencies in the United States misinterpret the Puerto 
Rican concept of discipline and may confuse it with child 
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abuse. Parental authority is then undermined by the well- 
meaning Anglo professionals who fear ’’disciplinary incom¬ 
petence, creating a confrontation between parents and their 
children (Canino and Canino, 1980;personal conversations with 
Springfield health care professionals, 1982-84). 
Incidents occur when Puerto Rican children become too 
disrespectful, in the opinion of the family, while actually 
following the behavior patterns expected of their peers in 
Anglo schools. The family may react by sending the child 
back to Puerto Rico to the extended family for correction 
(Badillo Ghali, 1977). Thus, Puerto Rican children that ar¬ 
rive in the mainland are frequently caught between two sub¬ 
cultures : that o1 school—with the influence of peer groups 
in urban areas of the United States—and that of the family, 
with its strict rules and defined roles. Teenagers caught 
in this conflict of cultural values and family expectations 
frequently become confused, reject themselves, become defen¬ 
sive about their background, and sense that they must apol¬ 
ogize for the low esteem in which the group is held (Badillo, 
1977) . 
Considering that at the present time there are more 
than two million Puerto Ricans dispersed throughout the 
country—including New York City, New Jersey, Pennsylvania, 
Wisconsin, Massachusetts, Ohio, Indiana, Illinois, Florida, 
Connecticut, and as far West as California and Hawaii (King, 
1979)—it is imperative that providers be informed of these 
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cultural problems among Puerto Ricari families. The role of 
the provider should be that of a "bridge," supporting the 
parents' authority, avoiding antagonizing encounters, and be¬ 
coming culturally sensitized to the needs of the family. Un¬ 
derutilization of services may occur when parents do feel 
threatened by the school or agencies. 
Furthermore, professionals should discourage the "pa- 
rentified child" to act as interpreter/translator for the 
health conditions of the parents, particularly the mother. 
It is very embarrassing for Puerto Rican women to trade mes¬ 
sages dealing with bodily functions—specially gynecological 
problems--with their health providers via their children's 
translations. It is time for providers and health agencies 
to realize that it is not only a matter of translation, but 
that cultural and familial traditions are actually trans¬ 
gressed. Recognizing that interpreters should be trained 
experts in order to fulfill such a critical role, Mizio 
1977) says: 
On too many occasions Puerto 
Rican clients have to bring 
in children as interpreters 
which undermines the family 
structure by placing the child 
in a position of authority and 
involving him or her in adult 
affairs. 
(p. 472) 
Also, health providers must understand the interdepend¬ 
ence among members of the Hispanic family in general and Puer 
to Ricans in particular. There is no stigma attached to 1 am- 
ily dependency. In seeking help. many Puerto Ricans in the 
-inland first approach family members, "compadres” (members 
of the extended family by ritual kinship, mentioned in Chap¬ 
ter HI), friends, and neighbors. Then teachers, clergymen 
and other educated people in the network will be consulted’ 
Only as a last resort will agencies or institutions be ap- 
proached. Hardy-Fanta and MacMahon-Herrera (1981) explain 
this process as follows: 
.1sPanic families are very invested 
in family life; interaction within 
the family group and a system of mu¬ 
tual rights and obligations lead not 
to the Anglo pattern of independence 
from family, but rather to continued 
interdependence between family mem¬ 
bers that is maintained throughout 
adulthood. . . Treatment of individ¬ 
ual members would only lead to in¬ 
creased fragmentation of services. 
(p. 140) 
Therefore, if the patient is expected to comply, the family 
must be included in the treatment. Otherwise, some studies 
indicate that approximately 65? of the patients/clients drop 
out of treatment (Badillo, 1977.) 
In considering the different factors that affect the 
health of Puerto Rican families in the mainland, it is im¬ 
portant to remember that the environment plays a very crucial 
role. Above all, local needs must take priority over health 
models or literature not directly connected with the target 
community. Therefore, while the Health Findings (Alers, 1978) 
may be considered an excellent model--since over 50% of Puerto 
Ricans in the mainland reside in New York Olty-it does not 
mean that local communities in other areas are also experi¬ 
encing the same problems. Similar conditions may exist, but 
there are other local factors that must be considered first. 
As Elena Padilla (1958) has stated, the environment influences 
the culture and lifestyles of individuals-even those of the 
same ethnic group. Padilla says: 
The culture of Puerto Ricans in 
New York cannot be characterized 
as Puerto Rican," for it is not 
the same as that of Puerto Ricans 
in Puerto Rico. Rather the cul¬ 
ture of Puerto Ricans in New York 
has developed in accordance with 
the circumstances of their lives 
in this city. 
(p. 31) 
These circumstances" may include factors like degree of ac¬ 
culturation, language proficiency, size of the community— 
with its potential to exert political power because of large 
concentrations of individuals of the same ethnic group and 
socioeconomic status. Numbers count. (Excuse the pun). 
By not considering these factors — among others—many health 
studies and programs are not valid and are methodologically 
tainted. There is a need for valid, reliable, and carefully 
planned health studies on the health needs of local Puerto 
Rican populations. That will be considered in Chapter V, 
the applied part of this dissertation—the Descriptive Study— 
which follows the next discussion, an anthropological ap¬ 
proach to the health problems of Puerto Rican families. 
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An Anthropological Approach - Ethnicity and Social m B«, B 
Anthropologists have long realized 
that illness beliefs and their as¬ 
sociated practices are intimately 
woven into the pattern of a specif¬ 
ic sociocultural existence . 
socioeconomic impediments to health 
care . . . exarcerbated by socio¬ 
cultural factors. 
(Harwood, 1980: 299, 31U) 
The contribution of anthropology to the understanding 
of health problems of individuals and families —in context — 
is invaluable. Alan Harwood exemplifies the commitment of 
medical anthropology to health maintenance and disease pre¬ 
vention by stressing a relationship between a patient's 
health beliefs, values and practices and his/her ethnic 
ties. This anthropological approach emphasizes the dangers 
of stereotyping people and cataloguing or labeling individ¬ 
uals like specimens rather than persons. 
Harwood states that ethnically influenced concepts of 
disease and illness do in fact affect other health behaviors, 
such as perception of symptoms, evaluation of severity of 
disease, treatment, medications to be taken, whether to com¬ 
ply or not with providers' advice, or whether to seek treat¬ 
ment somewhere else. 
Furthermore, Harwood recommends the inclusion of both 
factors, ethnicity and social class, in order to understand 
the health problems of behavioral ethnics, discussed on pp. 
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Gretel and Pertti Pelto (1979) educators and active 
researchers in Medical Anthropology at the University of 
Connecticut in Storrs, also agree with Harwood about first 
and second generation behavioral ethnics and difficult so- 
cioeconomic conditions. They further state that health 
problems reflect socioeconomic status, but that even within 
those poverty-stricken communities there are differences. 
The Peltos state: 
. . . there are very great dif¬ 
ferences in the ways that the 
overall social and economic sys¬ 
tem—the surrounding social en¬ 
vironment-affects individuals. 
All of these kinds of differences 
are intracultural variations, and 
focusing on these intracommunity 
variations and their patterning 
helps to make sense of how people 
manage to cope with economic mar- 
ginality in a highly stratified 
and unequal social system. 
(p. 227) 
While writing on the influence of class, ethnicity, 
and the environment that impact on the stress experienced 
by Puerto Rican families in the mainland, Canino and Canino 
(1980) also acknowledge the need for an anthropological 
framework. They state that it is not enough to undertake a 
study of a group based only on its ethnic component. They 
emphasize the importance of considering both factors — social 
class and ethnicity--in order to understand family problems 
caused by migration, poverty, urbanity/rurality, and the 
influence of the environment. These investigators focus on 
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low-income Puerto Ricans as a subculture—sharing many of the 
characteristics of poor people. Canino and Canino suggest an 
"ecostructural family approach" to therapy that assumes "a 
person is influenced by his context, that is, his sociocultura], 
familial, political, and economic environment." 
Blanca Fernandez-Pol (1980) in her study of poor Puerto 
Ricans in New York and their problems with culture and psycho¬ 
pathology, explains that Puerto Ricans may be experiencing 
conflicts, as a result of progressive Americanization, with 
its accelerated change in value systems." She states that the 
shock of acculturation creates new roles and new perceptions, 
forcing changes to cope with new surroundings. The environ¬ 
ment then influences deviant responses, and the result is a 
sequel of mental problems among member of Puerto Rican fam¬ 
ilies . 
In connection with the interaction of ethnicity, social 
class, and the environment, two ethnic diseases will be dis¬ 
cussed. These are "ataque," also known as the "Puerto Rican 
Syndrome," and asthma.- 
"Ataque" is described by Badillo Ghali (1977) as a form 
of hysteria, characterized by nonepileptic seizures--although 
they may look similar because they are hyperkinetic--a re¬ 
sponse to acute tensions and anxiety. It seems that "ataques" 
are culturally expected reactions to unpleasant or stressful 
situations; they usually follow family conflicts, deaths, or 
argument s. 
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Harwood (1980) describes "ataque" as follows: 
• . • it is most commonly used 
to refer to a sudden partial loss 
of consciousness, accompanied by 
either clonic or tonic seizures 
and at times by screaming, tear¬ 
ing of clothing, or foaming at 
the mouth. Such attacks may 
last from a few minutes to as 
many as four days . . . and ter¬ 
minate as suddenly as they be¬ 
gan. This form has entered the 
medical literature as "the Puerto 
Rican Syndrome" . . . 
(pp. U18-U19) 
In citing Garrison (1977), Harwood says that the attacks are 
also expected "from some women when they do not get their 
own way or when they are faced with an act of aggression 
they cannot otherwise stop." But Harwood explains that 
there are different types of "ataques" among Puerto Ricans. 
This is very important and significant for health care pro¬ 
viders. There is another type of "ataque" that is linked 
to spiritual disturbances. Pyschiatric treatment is, there¬ 
fore, hindered because that type of illnes is supposed to be 
understood only by "culturally acceptable spiritual healers." 
Therefore, treatment becomes part of a psychiatric interven¬ 
tion instead of a cultural disturbance. As Harwood explains 
it, when the patient is examined or interviewed by health 
care professionals, he is labeled "loco," while the cultural 
label would be "nervous (nervioso) or "enfermo de los ner- 
vios" ("nerve-sick"). Harwood warns providers that both the 
patient and the family must be probed to ascertain what they 
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believe is the source of the "ataque. If providers can as¬ 
certain that the interpretation of the "ataque" is culturally 
determined, then the intervention of the family and open com¬ 
munication techniques will help. If it is believed that the 
attack is spiritually caused, then it is better to use "spirit- 
ism interventions, mentioned before in Chapter III. 
The other ethnic condition among Puerto Ricans is asthma. 
Guarnaccia (1981), a medical anthropologist, has done exten¬ 
sive work in asthma among Puerto Ricans in Hartford. He cites 
a number of ecological, sociocultural, and psychosocial fac¬ 
tors that may be responsible for the prevalence of asthma 
among the Puerto Rican population in Hartford, Connecticut. 
Guarnaccia differentiates between two types of asthma accord¬ 
ing to etiology: extrinsic or hypersensitivity response to 
allergens, and intrinsic—triggered by emotions and lung in¬ 
fections. Intrinsic asthma seems to be closely linked to the 
problems of unemployment and family stress; a result of the 
stress of migration on family dynamics. Furthermore, Guarnaccia 
mentions that molds, high humidity, and problems associated 
with poverty—poor ventilation, insects, and even parasites 
may be responsible for asthma attacks. Cockroaches, leaving 
a film on foods they infest seem to be a cause, precipitating 
allergy reactions. But Guarnaccia also mentions the diffi¬ 
culty in differentiating this disorder from other respiratory 
ailment s. 
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Harwood also agrees that what 
call "asthma" may be another milder 
fatiga, which he describes as: 
some Puerto Ricans may 
respiratory ailment. 
The acute conditions labeled 
fatiga" or "asma" . . . were 
either acute respiratory in¬ 
fections (accompanied by short¬ 
ness of breath and fever and 
termed "fatiga" by the sufferers 
or their caretakers) or isolated 
instances of shortness of breath 
or wheezing which had never been 
clinically diagnosed as asthma. 
(Fn. 10: 469, 1980) 
Harwood mentions stress as a culprit in the occurrence 
of asthma, particularly among young and middle-aged women. 
He says that it almost seems like a cultural cue for women 
who are particularly upset or "trapped" in difficult situa¬ 
tions to have an asthma attack. 
Both Guarnaccia and Harwood encourage further anthropolog¬ 
ical studies and investigations among Hispanics. They suggest 
poor housing facilities-, nutritional deficiencies, and fear of 
cold weather may worsen conditions and influence disease causa¬ 
tion. Care must be taken by providers, therefore, when Puerto 
Rican patients are brought into the emergency rooms in the main 
land. Interpreters must be warned of the vocabulary or terms 
used by the patients or their families to explain asthma. If 
it is a milder respiratory condition, it might be enough to re¬ 
assure the patient not to be anxious since it is probably only 
fatiga. The patient should then be taught some simple tech- 
f? 
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niques to be able to relax and breathe more comfortably, with 
the cooperation of the family. in describing asthma as a "re¬ 
versible" obstructive airway illness, Guarnaccia has stressed 
the role of patient education and the patient-provider inter¬ 
action in the success of asthma treatment. Although this psy¬ 
chosocial disease is not curable, it may be controlled and 
remain in remission for long periods. 
Another invaluable resource in the discussion of eth¬ 
nicity and health care is the work of Hogle, Pelto and Schen- 
sul (1982) . These medical anthropologists from the University 
of Connecticut at Storrs have been studying the relationship 
between ethnicity and health behavior from an anthropological 
as well as from a practical, applied approach. Their study 
of low-income Puerto Ricans in the Charter Oak Terrace/Rice 
Heights Health Center in Hartford, Connecticut, states that 
"people of lower socioeconomic status tend to display behavioral 
ethnicity in health matters to a greater extent than those of 
higher socioeconomic standing." However, these researchers 
say that the data gathered on these behavioral ethnics and 
I 
traditional ' or folk beliefs and practices is rather limited. 
For example, in speaking about the use of spiritism locally, 
Hogle et al claim that the encounters are "statistically 
rather infrequent." Therefore, in the opinion of these anthro¬ 
pologists, knowledge of "espi riti smo," would not contribute very 
much to a doctor's awareness of patients' needs. However, 
knowledge of folk practices should not be ignored. 
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A factor that must he considered in dealing with basi¬ 
cally unsophisticated families of rural backgrounds-vho may 
easily turn to alternative sources of care, such as tradition¬ 
al medicine, is to ask about the use of herbs, potions, and 
remedies that may be used with other prescribed medications. 
As the health care provider interviews the patient, health 
beliefs and practices may become identifiable. Negative 
synergistic effects of medicines may be avoided and possible 
adjustments or changes in treatment may be effected. 
Health care providers must be aware that a store com¬ 
mon to many Puerto Rican communities in the mainland is the 
"botanica,” or specialty shop. Herbs, potions, idols, in- 
cense, rosaries, and remedies are sold in a coalition of 
Indian, African, and Spanish medications, amulets, and other 
articles. The problem is that some of the plants are toxic 
and may harm the users. It has been suggested that"botanicas" 
be used as places where patients may get health information, 
properly administered by public health agencies who have been 
sensitized to the local needs of the community. That may not 
be a bad idea, provided that there is a demand for "botanicas" 
in a particular community. Certainly, this is a suggestion 
that merits more investigation. 
Anglo health care providers must be fully aware of the 
implications of ethnic diseases and medications among their 
Puerto Rican patients. By adopting an anthropological frame¬ 
work, it may be possible to assess pati-ent needs, alleviating 
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pain, increasing trust, and improving the patient-provider 
interaction. It is very important that health providers 
aware of the multicomplex factors affecting the health 
of Puerto Rican families in the mainland, particularly 
ethnic conditions affecting the poor. Suggestions have been 
made (Harwood, 1980; Kiev, 1982; Kleinman, 1981; Saunders, 
195*0 that cosmopolitan health providers adopt the personal- 
istic approach of folk practitioners, with their dependence 
on body-mind-spirit-social network-technique, to deal with 
the health care of individuals. Clearly, those suggestions 
agree with the objectives of this work: educating the pro¬ 
viders to the factors affecting the lives of Puerto Rican 
families in the mainland. Compliance then may be fostered 
and quality care may be reinforced. 
The "Descriptive Study" follows, an applied part of 
the dissertation designed to investigate the schedule-keeping 
behavior of 50 women patients at a local hospital. The Study 
will l*e followed by the Conclusions, with some recommendations 
and sugested strategies to improve the health care of Puerto 
Rican patients in the mainland in particular and Hispanic 
patients in general.. 
chapter v 
A descriptive study of compliance 
AMONG PREGNANT PUERTO RICAN WOMEN AT 
BAYSTATE MEDICAL CENTER IN SPRINGFIELD, MASSACHUSETTS 
Introduction 
Women from certain minority groups 
are half as likely as white women 
to receive the minimum of prenatal 
care recommended by the American 
College of Obstetrics and Gynecol¬ 
ogy. • . 
(in 1978, h0% of black mothers and 
45 percent of American Indian moth¬ 
ers received no prenatal care during 
4he first trimester ^ percent of g _ 
panics is unknown.) 
(Excerpts from Health United States 
1980: 24, 308 - Underlining mine) 
Because of the vulnerability of most women during the 
stages of pregnancy, one of the five national goals for 
health promotion and disease prevention for the coming 
decade in the United States is to improve infant and ma¬ 
ternal child care. Among minority women the risks of poor 
birth outcome are doubled and maybe even tripled. Patient 
and provider health education are major goals in the preven¬ 
tion of problems during pregnancy, specially among poor 
Hispanic women. 
During my long association with Wesson’s Women Unit 
(more than fifteen years) , the above goals have been my ob¬ 
jectives. At the invitation of Baystate Medical Center, this 
study was conducted at Wesson's Women Unit of BSMC in order to 
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investigate variables influencing patient compliance with 
prenatal and diagnostic test appointments among a sample of 
fifty Puerto Rican women in Spingfield, Massachusetts. 
Compliance or Patient Compliance may be briefly de¬ 
fined as "following the health care provider's instructions 
or recommendations." The opposite of compliance is "non- 
compliance," which has been referred as "sabotage to treat¬ 
ment." Contrary to assumptions and flawed reports (including 
a recent study by Morse, Coulter, Hwange, and Lawrence, 
198U), non-compliance is a quasi-universal issue (Hayes- 
Bautista, 1976) and cannot be explained as a characteristic 
of any particular personality, type or group (Becker, 1976; 
Gunter-Hunt, 1982; Rotter, 1977). 
This paper will focus on appointment—keeping non- 
compliance, a problem that plagues many health care agencies. 
By focusing the investigation on factors affecting compliance 
in a local health setting, program changes may be accom¬ 
plished. By increasing the health care provider' understand¬ 
ing of non-complying behavior, Anglo health care providers 
may be sensitized to the plight of Puerto Rican patients. 
It is hoped that this practical part of the doctoral 
dissertation which is entitled, "Intraethnic, Intra-cultural 
Variations and Similarities Among 'Hispanics' in the USA: 
Implications for Patient Compliance and Provider Health 
Education" will help in understanding some of the factors 
involved in local non-compliance. Hopefully, changes in the 
l6o 
methods of health care delivery may occur which will make it 
easier for pregnant Puerto Rican women to keep appointments. 
Assumptions 
1) More than one half of the Hispanic patients not 
keeping their appointments at Wesson Women’s clinic will 
have no phone. Therefore, they may not he able to he con¬ 
tacted as possible participants in the non-compliance 
project. 
2) At least one fourth of the non-compliant women 
be able to participate because they will have 
moved away from the area and their telephones will have 
been disconnected. 
3) At least one half of the sample will be below 
twenty-five years of age. 
k) At le'ast one half °f the sample will have entered 
the system in the last trimester of gestation. 
5) At least one half of the sample will be single 
parent/head of households. 
6) Most of the women participating in the project will 
have no outstanding hospital debts or unpaid bills because 
they are on Medicaid. 
7) Most of the women will be housewives, not working 
mothers, and will have more than four children living with 
them at home. 
8) At least one fourth of the women will not be able 
to read either in English or in Spanish. 
9) More than half of the sample will be monolingual, 
Spanish-speaking women with problems of communication. 
10) Three fourths of the sample will have attained an 
8th grade education. 
11) More than half of the sample will have an awareness 
of the hot and cold theory. 
12) More than half of the sample will be dissatisfied 
with health care services received during pregnancy at 
Wesson Women's. 
Metho dology 
Because of the process of dissertation proposal review, 
this investigation did not start until September 10, 198U. 
A bilingual English/Spanish Questionnaire (Appendix A) 
was developed by the principal researcher and the Clinical 
Director of the project following demographic, structural 
and personal characteristic variables mentioned in the Proposal 
to Baystate Medical Center (Appendix B), approved by Baystate's 
Committee on Medical Education and Research and the Committee 
on Use of Human Subjects in Research, Protocol No. BMC84-7-1 
(Appendix C) . 
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Demographic information available in Baystate Medical 
Center records was utilized. Participants were selected, 
based on Spanish surnames, from daily appointment lists. 
As has been discussed in another part of this dissertation, 
the method of including participants in studies on the basis 
Of Spanish/Hispanic surnames has a potential for excluding 
Hispanics vith non-Spanish names, such as the principal in¬ 
vestigator's and including Anglos vith Hispanic names. Only 
one potential incident of inclusion occurred. As to exclu¬ 
sions of Hispanics vith non-Spanish names, provisions vere 
not made for such occurrences in this study. 
A weekly list was presented to the principal investi¬ 
gator indicating the names, phone numbers, dates, and nature 
of the missed scheduled appointments. Alternate telephone 
numbers —usually that of a relative or neighbor—were also 
supplied. Interviews were conducted in English or in Spanish, 
depending on the preference of the participants. All women 
contacted agreed to participate In the project. 
Participants were interviewed by phone between 7:30 p.m. 
and 9:30 p.m. on weekdays and between 10:00 a.m. and 9:00 p.m. 
on weekends. The patients were reassured of their anonymity 
throughout the project and informed that a Consent Form 
(Appendix D) would be attached to their Medical Record. (it 
was presented for patients' signature during their next scheduled 
appointment.) Numbers were assigned to completed questionnaires 
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and only the Clinical Director of the Project, and this re¬ 
searcher had access to matching identification cards. 
According to records kept at the clinic between the 
dates of September 4, 1984 and November 23, 1984, the total 
number of appointments booked in Hispanic names was 758 
(39.6$ of the caseload). Of these, 143 appointments (18.9$) 
were not kept by Hispanic patients. The Clinical Director 
gathered data on 120 patential participants. These 120 
potentials contituted 71 cases distributed as follows: 
39 women missed 1 appt. only ' = 39 appointments 
^^ women missed 2 or more appts. = 8l " 
Total: 71 cases ~20 " 
Of the 71 cases, 3U (^9.3# had no phone and listed no 
contact phone in their records, 3 moved away from the area, 
1 transferred to another provider, and 2 were clerical errors 
(came in late, hut were examined). Therefore, bo cases out 
of 71 were eliminated from the study. By the third week in 
November 1984, 12 patients had participated and 19 were being 
followed up by the investigator. Since at least 30# of those 
phones were disconnected and 10# were either wrong numbers 
(clerical as well as patient errors) or the women were away, 
an average of two telephone interviews were completed weekly. 
In order to reach the patients who were not available during 
calling hours, a brief letter (Appendix E) was, therefore, 
sent to 13 women at the end of November. The short bilingual 
letter, informally, explained the purpose of the project and 
requested the women to participate in the interview. A phone 
number where the potential participants could reach the pri- 
cipal investigator was given. Only 3 patients responded 
"to that written message. 
Due to changes in staffing patterns at Wesson Women's 
it was decided in early December that the sample should be 
limited to 35 women, intend of the original 50. It was 
also decided that the survey would be ended at the end of 
December 1981* or at the most in the middle of January 1985 . 
With the help of the Clinic Supervisor, the data collection 
was completed on January 15, 1985. 
Results of the 35 interviews follow. However, before 
starting the Data Analysis it is important to include in 
the Methodology the operational definition for "health care 
provider." This study defines that term as "every profes¬ 
sional and paraprofessional involved in patient care." 
That definition includes clerical staff and volunteers. 
Data Analysis and Res.il t-.s 
Data gathered from interviews of 35 respondents was processed 
by using an SAS statistical package. Frequency taDles for each 
variable are shown separately. Vertical bar charts for some sig¬ 
nificant variables are also Included. Eacn variable affecting com- 
plLance will be discussed separately. 
In this data analysis, variables do not follow the exact se¬ 
quence of the Questionnaire (Appendix A). However, they do follow 
the demographic, structural, and personal characteristics listed in 
tne Proposal (Appendix B). 
Due to the nature of this applied part of the dissertation, 
a descriptive study, and limitations because of the size of the 
sample—35 participants—major statistical tests or hypothesis 
testing procedures cannot be included in the analysis. However, 
future studies involving larger samples may endorse the signifi¬ 
cance of the variables selected for local studies. 
Language Preference for Interview. As Table 1, Chart 1, indicate, 
57% of the sample preferred to conduct the telephone interview in 
Spanish, 20% chose English, and 23% said they could be interviewed 
in either language, indi.cating a bilingual capability. 
vi 
ENGLISH 
SPANISH 
EITHER ONE 
SAS 
LANGUAGE PREFERRED FOR INTERVIEW 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
7 7 20.000 20.000 
20 ' 27 57.143 77.143 
8 35 22.857 100.000 
Table 1 
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V2 BIRTH PLACE 
Ohart .2 
Demographic Variables 
iM 
Birthplace : 
for Purposes of this study, only women born in Puerto Rico 
or those born in continental United States of Puerto Rican 
heritage were considered. 71.4* were born in Puerto Rico, 
while 23.6* were born in the USA. LChart 2, Table 2). 
V2 BIRTH PLACE FREQUENCY CUM FREQ PERCENT CUM PERCENT 
UNITED STATES 10 
PUERTO RICO 25 10 28.571 35 71.429 
28.571 
100.000 
Table 2 
oe^f~Identification of Hispanic Heritage; 
Although 10 respondents (28.6* above), were born in continental 
dBA, only 3 (8.6*) considered themselves "American," another 2.9* 
declared themselves "both," and the majority, 31 women (68.6*) said 
they were just Puerto Rican," a significant factor extensively dis¬ 
cussed in the theoretical part of this work.. Puerto Ricans are 
American citizens, but there is an intense pride anc nationalistic 
feeling in oeing simply "pR." (Taoi.e 3, Jhart 3> 
V3 
PUERTO RICAN 
AMERICAN 
BOTH 
_ncni self-identification 
FREQUENCY CLAi FREQ PERCENT 
31 
3 
1 
31 
34 
35 
CIM PERCENT 
Table 3 
88.571 
8.571 
2.857 
88.571 
97.143 
100.000 
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Age ; 
As mentioned in tn. review of literature on Hispanioe and 
the Puerto Rican subgroup, the reproductive age of these 
women is rather young. In this sample, no one was over 
38 years of age; 11.« were older than 30; 5.7*were between 
26 and 30 years old; 17.1)6 were between 15 and 19, and 2.9* 
of the sample vere in years old. The aajorUy of th, 
62.9^ were between the ages of 20 and 25. 
V 4 
LESS THAN IS 
IS TO 19 
20 TO 25 
26 TO 30 
MORE THAN 30 
FREQUENCY AGE CUM FREQ PERCENT CUM PERCENT 
1 
6 
22 
2 
4 
1 
7 
29 
31 
35 
2.857 
17.143 
62.857 
5.714 
11.429 
2.857 
20.000 
82.857 
88.571 
100.000 
Table 4 
5. Marital Status; 
Close to half of the sample (49#) vere single, 28.6* married, 
20# separated and less than 3# ware divorced. If single, 
separated, and divorced were considered as a block, tne 
percentage of single parent families becomes 79# of tne sample, 
with serious Implications that will be discussed later. (Table 5, 
Chart 5) 
V 5 
SINGLE 
MARRIED 
SEPARATE 
DIVORCED 
FREQUENCY MARITAL STATUS CUM FREQ PERCENT 
17 
10 
7 
1 
17 48.571 
27 28.571 
34 20.000 
35 2.857 
CUM PERCENT 
48.571 
77.143 
97.143 
100.000 
Taole 5 
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Trimester of Entry: 
At *WH, a trimester of entry is defined as tne gestationai 
period in which pregnant women initially attend the clinic. 
The first trimester is considered between the 1st and 12th ' 
weeks of pregnancy; the second trimester from the 13th to the 
28th, and the third trimester is over 2S weeks. In this study, 
almost a half of the sample (49*) entered i„ the first tri¬ 
mester, 37* in the second, and 14* in the third. Since the 
first trimester of pregnancy is a critical stage in which 
women must be seen by health care providers, and since more 
than half of the sample did not seek health care until their 
second and third trimesters, more outreach and health education 
programs may be necessary, (Table 6, Chart 6) 
FIRST TRIMESTER 
SECOND TRIMESTER 
THIRD TRIMESTER 
TRIMESTER OF ENTRY 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
17 
13 
5 
17 
30 
35 
46.571 
37.143 
14.286 
46.571 
85.714 
100.000 
Taole 6 
Length of residence in Jor 1ngfield: 
Tnree of tne wouaa (d.6%) in uj sample *ere 
dor Lag field . (Two were from uolyoke and one 
More than 50% of the residents had lived in 
or less, usually between 0 and 3 years. The 
Puerto Ricans, wnich is discussed in tne lit 
this work as one of the barriers in health, 
tnese findings. Table 7 and Chart 7 ill 
not rasiaento of 
from Cnicooee.) 
the city six years 
mobility of urban 
eraturs review of 
may be supported b v 
ustrate tnese freauencies. 
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9 
11 
12 
13 
17 
18 
20 
21 
24 
LIVING IN SPRINGFIELD 
FREQUENCY CUM FREQ PERCENT 
3 
4 
3 
3 
2 
1 
1 
3 
1 
1 
1 
4 
7 
10 
12 
13 
14 
17 
18 
19 
20 
12.500 
9.375 
9.375 
6.250 
3.125 
3.125 
9.375 
3.125 
3.125 
3.125 
(in 
CUM PE 
years) 
kCENT 
12.500 
21.875 
31.250 
37.500 
40.625 
43.750 
53.125 
56.250 
59.375 
62.500 
1 
2 
2 
2 
1 
1 
2 
1 
21 
23 
25 
27 
28 
29 
31 
32 
3.125 
6.250 
6.250 
6.250 
3.125 
3.125 
6.250 
3.125 
65.625 
71.875 
78.125 
84.375 
87.500 
90.625 
96.875 
100.000 
Table 7 
(.) Three respondents not from Springfield - 
-ata based on 32 respondents. 
Place Education; As shown on Table 8, more 
tne sample attended scaool only In Puerto Rico 
tnis, if those attending scnool in both Puerto 
added to tne category "Puerto Rico," then more 
sample had some schooling .on tne island. In c 
were eaucated in Springfield. 
than one tnird of 
. In addition to 
Pico and USA were 
than half of tne 
ontrast, only P9% 
PUERTO RICO 
SPRINGFIELD 
OTHER USA 
PR 2 USA 
WHERE DID YOU 
FREQUENCY CUM ATTEND SCHOOL FREQ PERCENT 
•» 
CUM PERCENT 
13 
10 
5 
7 
13 
23 
28 
35 
37.143 
28.571 
14.286 
20.000 
37.143 
65.714 
80.000 
100.000 
Table 8 
177 
liars of Study. The Data snows tnat j>74 oo.uple 
oi schooling, *f0.« dropped out of school in the 
completed the 6th grade. It is of interest to 
laayority drooped out of school in tne 9th grade 
ted jp to id years 
9tn grade, ano 
notice tnat tne 
LESS THAN 5TH GR 
5TH TO 8TH GRAOE 
9TH GRAOE 
10TH TO 12TH GRA 
0F EDUCATION 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
3 
5 
14 
13 
3 8.571 
8 14.286 
22 40.000 
35 37.143 
8.571 
22.857 
62.857 
100.000 
Table 9 
--r-eseat °££iL2£tion. Eighty of tne sample declar 
housewives, 9/6 as students, anc 11* nao a ,joo. 
that they were satisfied peine' home ratner than 
or in school. (Table 10) 
eo themselves as 
Most women stated 
in the workforce 
OCCUPATION 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
HOUSEWIFE 28 28 80.000 80.000 
JOB 4 32 11.429 91.429 
STUDENT 3 35 8.571 100.000 
Table 10 
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Structural Variables 
Accessibility of Clinic Three questions were asked 
to explore this issue. 
Distance to the Clinic; hg% said the clinic was 
too far, 3b.2% said it was not too far, and 17.1< 
stated that the distance was in-between. However, 
these declarations contrast with the next two var¬ 
iables. (Table 11, Chart 9) 
Type of Transportation Used: U9.5said that 
they walked to the clinic, 28.5% took the bus, 17.1$ 
went by car, and 6% took a taxi. (Table 12, Chart 10) 
TYPE of TRASPORTATIon used 
WALKING 
BUS 
PRIVATE CAR 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
17 
10 
6 
2 
17 
27 
33 
35 
46.571 
28.571 
17.143 
5.714 
48.571 
77.143 
94.286 
100.000 
Table 12 
Difficulty in Getting to the Clinic: 
Almost half of the respondents, 1*9% said it was 
not too difficult to get to the clinic, 1*3$ said it 
was difficult, and 8.5% said that sometimes it was dif¬ 
ficult. (Table 13, Chart 11) 
180 
NOT TOO FAR 
FAR 
IN BETHEEN 
DISTANCE TO CLINIC 
FREQUENCY CUM FREQ PERCENT CLW PERCENT 
12 
17 
6 
12 
29 
35 
34.286 
48.571 
17.143 
34.286 
82.857 
100.000 
Table n 
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YES 
NO 
SOMETIMES 
5££E.ISULTY IN GETTING THE CLINIC 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
IS 
17 
3 
IS 42.857 
32 48.571 
35 8.571 
42.857 
91.429 
100.000 
Table 13 
Clinic Environment Several questions in 
lingual questionnaire dealt with this var 
Women were told that their frank responses 
Ing their Impressions of the clinic would 
fUl ln i“P1-°''ing health care for them and 
Patients like them. 
the bi- 
iable. 
concern- 
be help- 
other 
Satis fact^ 
satisfied with 
personnel were 
were satisfied, 
rest (6%) were 
—the—CJL_in_i_c Two respondents we 
care at WWH. Most women said the help 
very nice’. 51.h% were very satisfie 
lk% Said they were somewhat satisfied 
not satisfied. (Table 14, Chart 12) 
re not 
and 
d, 
, the 
VERY SATISFIED 
SATISFIED 
SOMEWHAT SATISF 
NOT SATISFIED 
SATISFACTION WITH CARE 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
18 
10 
5 
2 
18 51. .429 51.429 
28 28. .571 80.000 
33 14. .286 94.286 
35 5. .714 100.000 
Table 14 
Suggestions for Improvement of Present Services 
the responses to questions concerning possible improvements 
were quite positive, as will be explained under Discussion. 
Because it was an open ended question, it was difficult to 
break responses into percentages. Few women felt improve¬ 
ments were necessary. 
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Waiting Time during appointments Most women were 
satisfied with the waiting time at the clinic, saying 
that considering the fact that there were so mamy pa¬ 
tients to be seen, only the initial appointment was 
long. 91% said that they had to wait less than one 
hour to be seen by the physician, with only 9% com¬ 
plaining that they had to wait over one hour. 
Tablel5 shows the frequencies connected with waiting 
time . 
WAITING TIME AT CLINIC 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
LESS THAN 30 MIN 21 
UP TO 1 HOUR 11 
OVER 1 HOUR 3 
21 60.000 60. 000 
32 31.429 91. ,429 
35 8.571 100. .000 
Table 15 
Caflflicta with Clinic . As nentIoned 
above, most of the women (91.b%) did not feel there 
were conflicts. In comparison with 8.5* who did, as 
shown below, Table 16. 
CONFLICTS WITH CLINIC 
FREQUENCY CUM FREQ APPOINTMENTS PERCENT CUM PERCENT 
YES 3 
NO 32 
3 
35 
8.571 
91.429 
8.571 
100.000 
Table 1< 
i<Sb 
Sex of Health Provider Two questions desit with this 
variable: 
Sex of Physician Preferred: The majority of the 
women, 11.h% prefer to be seen by a female physician, 
23% said that the sex of the doctor was of no concern 
to them, but only 6% preferred to be seen by a male 
doctor. (Table 1J ) 
FEMALE PHYSICIAN 
MALE PHYSICIAN 
EITHER SEX 
ac* ur PHYSICIAN PREFERRF 
FREQUENCY CUM FREQ PERCEN CUM PERCENT 
25 
2 
8 
25 
27 
35 
71.429 
5.714 
22.857 
71.429 
77.143 
100.000 
Table 17 
r 
Women were asked whether they were usually seen 
by a male or a female physician —Sex of Examining 
Physician: 69% are usually seen by a female doctor, 
205S by a male doctor, and 11.U* said they are seen by 
either a male or female. (Table 18) 
SEX OF EXAMINING PHYSICIAN 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
FEMALE PHYSICIAN 24 24 68.571 68.571 
MALE PHYSICIAN 7 31 20.000 88.571 
EITHER SEX 4 35 11.429 100.000 
Table 18 
167 
Cl_arLty of Instructions. Tnis is tne varuoi 
elLCLted some positive answers from tne majority o 
respondents. Several questions were asked. The f 
one was, "Are tHe instructions given to you at the 
usually clear.'" While 7^/0 answered affirmatively, 
sometimes; wnile only b% said they could not under 
instructions. (Table 11) 
e t hat 
f t he 
irst 
clinic 
20/6 saic 
stands 
V20 
YES 
NO 
SOMETIMES 
CLARITY OF INSTRUCTIONS 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
26 
2 
7 
26 
28 
35 
74.286 
5.714 
20.000 
74.286 
80.000 
100.000 
Table 19 
Explains Instructions? The advantages of employ¬ 
ing bilingual/bicultural personnel at HVH’s clinic are con¬ 
fined on Table 20 . Chart 13. The clinic ass 1stants/aides- 
"las nuchachasare singled as the most Important source 
of information at the clinic, followed individually by bi¬ 
lingual relatives, friends, neighbors, and husbands-as a 
special category. Nurses and physicians each only contributed 
8.5? of the explanations., followed by own/self-explanation, or 
3%. 
V29 
NURSES 
PHYSICIANS 
SISTER ASSISTANT 
BILING RELATIVES 
HYSELF FRIEN“S/N 
HUSBAND 
FRFon?iJvPL5.Ii!s instructions^ 
REQUENCY CUM FREQ PERCENT CUM 
3 
3 
12 
4 
5 
3 
1 
4 
3 
6 
18 
22 
27 
30 
31 
35 
8.571 
8.571 
34.286 
11.429 
14.286 
8.571 
2.857 
11.429 
PERCENT 
8.571 
17.143 
51.429 
62.857 
77.143 
85.714 
88.571 
100.000 
Table 20 
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_ntments and Proe«n..r.. . The maJoriijr 
°f V°men (83*’ Sal4 that — th.y had an appolntment 
for a spacific data and proc.dur./traatnant, u.l,, sald that 
thay vara only avara of having an appointment hut did not 
know for vhat prooadura. and 6S said that thay vara not avara 
of having aithar a pranatal care appointment or prooadura. 
(Table 21, Chart 14). 
APPT ft PROCED 
™x™l5TOIN™Ewr 
*«§V°'CW-aun PERCENT' 
29 
4 
2 
29 
33 
35 
82.857 
11.429 
5.714 
82.857 
94.286 
100.000 
Table 21 
Readability of Printed Muter1 a 1Upon receiving con¬ 
flicting answers from some individuals, it was ascertained 
that the question was incomplete. When the phrase "if in 
Spanishes added 26? of the women said they could read 
the materials; otherwise they would have joined the 3% who 
said that they could read the materials only sometimes. The 
majority (71.4?) said they could read the printed materials 
distributed at the clinic. As will be discussed later, maybe 
the definition of "reading should be operationally defined, 
particularly in view of the fact that health materials are 
usually written at higher levels of reading than the average 
printed material. (Table 22* Chart 15) 
YES 
SOMETIMES 
ONLY IF IN SPANI 
FREQUENCY™^ c5£JfED MATERIALS FREQUENCY CUM FREQ PERCENT CUM PERCENT 
25 
1 
9 
ff 71.429 It 2.857 
25 25.714 
71.429 
74.286 
100.000 
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Personal JuaracteristLcs 
Person in Family Responsible for Health Decisions: A1 
though it seems that "own decision" (U8.6?) is the majority 
choice, relatives (k2.9%) and friends/neighbors (5.7%) aiso 
have significant impact on health decisions. This factor 
must be taken into consideration when treating Puerto Rican 
patients, as mentioned under Discussion. (Table 23) 
OWN DECISION 
RELATIVES 
FRIENDS/NEIGHBOR 
AGENC/INSTIT 
WHO HELPS YOU DECIDE 
FREQUENCY CUM FREQ ON HEALTH? PERCENT CUM PERCENT 
17 
15 
2 
1 
17 
32 
34 
35 
48.571 
42.857 
5.714 
2.857 
48.571 
91.429 
97.143 
100.000 
previous 
nific ant 
Only 26% of the 
influenced by 
8.6% relied on 
of agencies or 
Thi 
more amply i 
including a 
sample relied 
the suggestion 
word of mouth, 
institutions. 
Who Suggested WWTT? 
one and 
others , 
Table 23 
s question was related to the 
llustrates the influence of sig- 
category called "word of mouth." 
on their own decision, 60% were 
relatives , friends/neighbors, 
and 5 >1% followed the suggestion 
(Table 2k) 
FREQUENCY CUM FREQ percent' CUM PERCENT 
OWN DECISION 
RELATIVES 
FRIENDS/NEIGHBOR 
WORD OF MOUTH 
AGENC/INSTIT 
9 9 
15 24 
6 50 
5 33 
2 35 
SAS 
25.714 
42.857 
17.143 
8.571 
5.714 
25.714 
68.571 
85.714 
94.286 
100.000 
Table 2k 
Number of children P.tl>B, f glx vo_ 
■" (m> °f ^ SamPl6) 41d not Nave any children; 28.6* had 
l! 37* 1,44 2i “* hSd 3;and 6* ^d 1 children. Theae finding, 
in the sample conflicted with expected number of children 
mentioned In the hypothesis. (Table 25, Chart 16) 
A£.es of children: Responses fluctuated between the ages 
of 7 months to 11 years. 
Children to Five Years OTd Living with Patient- Table 
26, Chart If, indicate that 31.U* had no children ages 5 or 
under, 28.6* had 1; 31.1* had 2 and 9* had 3 children five 
years and under. Therefore, more than two-thirds of the sam¬ 
ple had children five years old and under at home. 
Availability of Child Care: When asked If it was dif¬ 
ficult to make arrangements for child care when having clinic 
appointments, 37* said yes, 60*/'m4 ?*° said sometimes. This 
IS because most women either take children with them to their 
appointments or rely on their families, friends/neighbors for 
child care. (Table 27 - Child Care Arrangement Problems 
YES 
NO 
SOMETIMES 
CHILDCARE ARRANG 
FREQUENCY CUM FREQ PROBLEMS? PERCENT CUM PERCENT 
13 
21 
1 
13 37.143 
34 60.000 
35 2.857 
37.143 
97.143 
100.000 
Table 27 
•Preferred Language for Reading Materials; A surpris¬ 
ing h6% stated that they preferred to read in English, U3? 
Pre^ei*re^ read in Spanish, and 11? in either language. 
(Table 28, Chart l8). This certainly was not correlated to 
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NO CHILDREN 
1 CHILD 
2 CHILDREN 
3 CHILDREN 
fpe&enIv Ucum°fseT ’'percent0 cwVper«„tWITH patient 
II 
10 
11 
3 
11 
21 
32 
35 
31.429 
28.571 
31.429 
8.571 
31.429 
60.000 
91.429 
100.000 
Table 26 
PERCENTAGE 
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either language preferred for interview (Table 1. chart 1, 
or to readability of printed materials (Table 20). 
SPANISH 
ENGLISH 
EITHER 
INH"“A-°-^^^S»IiS%ERCE„ 
15 
16 
4 
15 
31 
35 
42.857 
45.714 
11.429 
42.857 
88.571 
100.000 
Table 28 
Can you Read In FprU-h. l„ order to ascertain the 
degree of literacy in English, questions on reading, writing 
and comprehension in both English and Spanish were included 
in the bilingual questionnaire. Table 29 shows that 80? of 
the sample said they could read English, 9* could not. and 
11* said they could read a little in English. 
YES 
NO 
A LITTLE 
frsousncy^Sm^P"7 CUM FREQ ‘percent 
28 
3 
4 
28 
31 
35 
80.000 
8.571 
11.429 
CUM PERCENT 
80.000 
88.571 
100.000 
Table 29 
Can you Understand what you Read in English? The answer 
seems to indicate that there is a need for a definition of 
reading” since considerably fewer women said they could un¬ 
derstand what they read in English (66%), n% said they 
could not understand, and IT* said they could understand a 
little. (Table 30) 
UNDERSTAND WHAT YOU READ IN ENGLISH? 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
YES 23 23 65.714 65.714 
NO 6 29 17.143 82.857 
A LITTLE 6 35 17.143 100.000 
Table 30 
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—y°u Wrlte ln ««P«.d to reading m EngU.h, 
a lover percentage <5U?) said they could write English, while 
29? said they could not, and IT? stated they could write a 
little. (Table 31) 
YES 
NO 
A LITTLE 
__NRITE IN ENGLISH'* 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
19 19 
10 29 
6 35 
54.286 
28.571 
17.143 
54.286 
82.857 
100.000 
Table 31 
Questions on reading, comprehension, and writing in 
Spanish follow. 
Can you Read in Spanish? The majority of the women 
(86^) said they could, 6% said they did not know how to read 
in Spanish, and Q% said that they could read a little. 
(Table 32) 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
YES 
NO 
A LITTLE 
30 30 85.714 85.714 2 
3 
32 
35 
5.714 
8.571 
91.429 
100.000 
Table 32 
Can you Understand what you Read in Spanish? The major¬ 
ity of the respondents (8o£) said they could, 6% said they 
could not read in Spanish and lk% said they could read a lit- 
le. This last group mentioned that they had Problems in un¬ 
derstanding "big" words in Spanish. (Table 33) 
/ 
UNDERSTAND WHAT YOU READ IN SPANISH'* 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
YES 
NO 
A LITTLE 
28 
2 
5 
28 
30 
35 
80.000 
5.714 
14.286 
80.000 
85.714 
100.000 
Table 33 
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Can you Writ* jn Spanish? 
that they could write in Spanish, 
said they knew some (a little), 
answers . 
77% of the sample said 
9% could not, and 1U% 
Table 3U illustrates the 
YES 
NO 
A LITTLE 
WRITE IN SPANISH'* 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
27 
3 
5 
27 
30 
35 
77.143 
8.571 
14.286 
77.143 
85.714 
100.000 
j. u -L e 04 
The implications of these findings will be mentioned 
under Discussion. 
Stated Reas on s for Missing Scheduled 
Although this variable was placed under Personal Character¬ 
istics, the answers indicate that most reasons for non¬ 
complying vith scheduled appointments may fall under Struc¬ 
tural variables. In fact. Table 35 below indicates that 
over 1*55 of the respondents gave structural reasons for their 
non-compliance: 11.H for financial/insurance, U.3* be¬ 
cause of inadequate clinic hours, 20* for simultaneous ap¬ 
pointments in other areas of the hospital-while the rest 
fell in-between personal and structural reasons. A review 
REASONS FOR NONCOMPLIANCE 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
FINAN/INSURANCE 
LACK OF TRANSPOR 
LACK OF CHILD CA 
INADEQ CLINIC HO 
SICK CHILD/SELF 
SIMULTANEOUS APP 
FORGOT 
OTHER 
4 
3 
2 
5 
7 
7 
5 
2 
4 
7 
9 
14 
21 
28 
33 
35 
11.429 
8.571 
5.714 
14.286 
20.000 
20.000 
14.286 
5.714 
11.429 
20.000 
25.714 
40.000 
60.000 
80.000 
94.286 
100.000 
Table 35 
a oo 
Of the different components of this variable and of its 
relationship vith demographic, structural, and personal 
teristics is given under Discussion. (Chart 19) 
inter- 
charac- 
Self-Reminder Methods Used by Patients; Table 3g 
shows that h9% of the respondents mentioned the calendar 
as their main source of remembering scheduled appoint¬ 
ments, followed by the appointment card given at the clinic 
(29%, both (11%) and nothing, 5%. 
METHODS TO RECORD APPTS 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
CARD 10 10 28.571 28.571 
CALENDAR 17 27 48.571 77.143 
BOTH 3 30 8.571 85.714 
OTHER 3 33 8.571 94.286 
NOTHING 2 35 5.714 100.000 
Table 36 
A previous question. Do you Use your Appointment 
Card? had yielded an Q0% affirmative response, with 11% 
of the sample saying that they did not use their cards, 
and 3% saying they used them sometimes. In an effort to 
confirm the usefulness of the appointment cards the women 
were then given a choice of a reminder, and the calendar 
was suggested. Table 37 shows the answers to the use of 
appointment cards. 
DO YOU USE APPOINTMENT CARDS? 
FREQUENCY CUM FREQ PERCENT CUM PERCENT 
YES 28 28 80.000 80.000 
NO 6 34 17.143 97.143 
SOMETIMES 1 35 2.857 100.000 
Table 37 
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*n ~the Hot-Cold Theory: Throughout the 
literature on the health of Hispanics and on Puerto Ricans 
in particular, there are references to beliefs regarding 
the nature of foods and medications as "hot" or "cold." The 
implications for public health seemed very valuable. How¬ 
ever, the majority of respondents (835) seemed to have no 
knowledge of this custom, while 175 said they did. (Table 38) 
V38 
BELIEFS 
FREQUENCY 
IN HOT/COLD 
CUM FREQ 
THEORY? 
PERCENT CUM PERCENT 
YES 6 6 17.143 17.143 
NO 29 35 82.857 100.000 
Table 38 
asked. 
stances 
as "folk 
they may 
not show 
not give 
One more question on Hot/Cold Theory Examples was 
Although a few more women seemed to know some in- 
where hot and cold food and medications were used 
medicine,,--lenions and oranges are cold; therefore, 
not be eaten when one has a cold--this variable did 
the promised value. While 865 of the women could 
any examples, 1U/S remembered some. (Table 39) 
HOT/COLD THEORY EXAMPLES? 
V39 FREQUENCY CUM FREQ PERCENT CUM PERCENT 
YES 5 5 14.286 14.286 
NO 30 35 85.714 100.000 
Table 39 
As stated in the beginning of this Data Analysis, 
the most important variables will be explained under Dis¬ 
cussions, with some references to the current literature. 
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Discussion of Variables and Assu.npt i nn« 
This descriptive study of compliance among 35 pregnant 
Puerto Rican women at Wesson Women's Unit (WWU) of Baystate 
Medical Center (BSMC) in Springfield, Massachusetts divided 
the variables of the Bilingual Questionnaire into three 
categories: demographic, structural/organitational, and per¬ 
sonal characteristics of the patients. Assumptions were made 
concerning the nature of non-compliance with scheduled appoint¬ 
ments because of patient's characteristics. However, a review 
of the responses to the Bilingual Questionnaire suggests that 
the structural/organizational variables may have acted as the 
most potent barriers to compliance. 
Some salient factors that have added to the interest of 
this descriptive study have been connected with the educational 
background of the participants, trimester of entry, availabil¬ 
ity of transportation, and financial problems. These variables 
will be discussed in connection with structural factors that 
may need reconsideration. 
Although the results of the study may not be generalized 
to the whole clinic population of non-compliant patients, it 
may certainly function as a strong basis from which to develop 
a larger and more elaborate investigation in the near future. 
It must be stated at the beginning of this discussion 
that warm feelings of appreciation towards WWU and its clinic 
personnel--specially to the health aides/medical assistant. ' 
and nutritionists-were expressed by the majority of the par¬ 
ticipants. Thus, assumption No. 11 was upheld. 
Since this very important clinic asset of WVU which is 
structural, it may be said that patients' positive perception 
of treatment allows a constructive criticism of apparent flaws 
in the clinic environment. It also promises to facilitate 
some changes in organizational procedures which may make it 
easier for pregnant Puerto Rican women to keep appointments 
in the future. 
Another factor of importance that has not been con¬ 
sidered a variable is the telephone. Not all patients have 
a phone, specially poor Puerto Rican patients attending WWU 
clinics. That is one of the main reasons why close to one 
third of the non-compliant patients (individuals who failed 
to attend their scheduled appointments one or more times) 
could not be included in the project. An alternate method of 
outreach than the phone must be considered, taking into con¬ 
sideration that written messages are not always acknowledged 
either because of language problems or because of the high 
mobiliy of Puerto Ricans within the city of Springfield ana tne 
island of Puerto Rico. Therefore, the first two assumptions, 
concerning the phone were supported in this study. 
A discussion of the three categories of variables follows, 
closely identified with the format of the Analysis of Data. 
^05 
Language Preference for Interview: Chart 1 demonstrates 
the preponderance of Spanish in the sample. More than half 
(5T%) chose Spanish, while 23% could function in either lan¬ 
guage, and 20# chose English. Monoligualism of the non-com- 
pliant population does not seem to be an issue in this stud/. 
However, as the telephone interview progressed, other ques¬ 
tions related to language elicited conflicting information 
about proficiency. It may be that "language loyalty" rather 
than inability to speak English may be confusing the language 
performance. 
Demographic Variables 
Birthplace: This question was necessary in order to 
eliminate any non-Puerto Rican Hispanics from the sample for 
validity purposes. Chart 2 indicates that close to one third 
of the sample was born in continental United States. However, 
the women still declared themselves Puerto Rican, as will be 
seen below. 
Self-Identification of Hispanic Heritage.: This question 
confirmed the literature claims (Alers, 1978; Badillo-Ghali, 
1977; Delgado, 198;’ Fitzpatrick, 1971) concerning the ten¬ 
dency of Puerto Ricans to identify themselves as PRs regard¬ 
less of their birth, length of stay or generation in the USA. 
Studies of "Puerto Ricans" will not be able to differentiate 
between those born in the island or the mainland(USA\ Only 
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2m9% declared themselves to be both American and Puerto Rican. 
It seemed like a repetitive question, but it upheld the find¬ 
ings in the literature review about ethnicity and Puerto Ri¬ 
cans in the United States. 
ASe i—Marital Status, Trimester of Entry and Occupation: 
The combination of these variables seem to place most 
of the women in the sample in a potentially precarious situa- 
tin as young, single parents, female heads of household, 
probably with limited social and economic resources. The 
highest percentage of mothers-to-be was among the ages of 
20 to 25 years of age (Chart 4); only 30% were married 
(Chart 5)» and only b$% of the sample (Chart 6) entered in 
the first trimester of pregnancy. 
Perhaps the most crucial variable in this combination 
is the trimester of entry, since many problems for both mother 
and infant may be prevented in this critical stage. 
Considering that Q0%> of the women were housewives, it 
becomes clear that there is a need for more outreach programs 
and social work supportive services at the hospital in order 
to foster earlier entry into prenatal care. 
Length of Residence in Springfield: The mobility of 
young Puerto Rican families within the cities, states, amd 
the island has been discussed in the literature review under 
Puerto Ricans. This migratory problem is connected with 
telephone disconnections, lack of phones because of lack of 
funds and/or constant moves , and problems with continuity of 
207 
health care. Chart 7 Illustrates the number of years of 
residence in Springfield, with more than 50* of the sample 
living in Springfield less than six years, and 21l living 
in the city a year or less. Two women commuted from Holy¬ 
oke, and one from Chicopee. (Table 7) 
Place of Education: Puerto Rico was the place of edu¬ 
cation for most of the sample. The implications for this 
community is that perhaps it is time to make more connections 
with the island. Springfield schools must become more cog¬ 
nizant with the curriculum in Puerto Rico so that there may 
be remedial problems suited to both locations. Naturally, 
this is closely related to the next variable. 
Years of Study: It was surprising to the investigator 
to find that 37# of the sample had reached between the 10th 
and 12th grades. This certainly seems to be a local trend, 
not supported by the review of literature on the education 
of Puerto Ricans, particularly those of the lower socioeco¬ 
nomic group. What is more important to me is the fact that 
something seems to happen in the 9th grade. Forty percent reacnea 
the 9th grade and dropped out. (Arbitrarily, the categories 
were divided in such a way as to emphasize the fateful 9th 
grade). 
Education of the mother is linked to lower birth 
weights , higher infant and child morbidity and mortality, 
teen age pregnancies, welfare, school dropouts, poverty, 
alcohol and drug abuse, and child abuse (Barlow, 192; Ca- 
208 
nino and Camno, 1980 ; Cochran et al 1902; Drlfoos, 1983- 
Fernandez-Pol, 1980; Hare, 1982, 8t.rft.ld, 1902). Th„a 
findings must be shared with educators and clients alike 
so that young women become more informed of the dangers of 
dropping out of school, and teachers may undertake more 
strategies to prevent dropouts. 
In my work at a local community college, I plan to 
share this very important variable with my colleagues and 
students. 
Present Occupation: Since most women are housewives, 
possible conflicts with clinic appointments and waiting 
periods may not seem to be issues for non-compliance. How¬ 
ever, as will be seen in the next variables, it cannot be 
assumed that Just because the women in the sample are mostly 
housewives, they have no child care problems. Some do have 
problems and special arrangements must be made to service 
those women in need. 
Structural Variables 
Accessibility to the Clinic: The problems of access¬ 
ibility and utilization of health care services are of great 
concern to both patients and institutions alike. Problems 
in scheduling appointments and waiting at the loctors' of¬ 
fices are the access issues of serious concerns (Thomas and 
Penchansky, 198U). There seems to be a relationship between 
accessibility and cultural differences among ethnic groups. 
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Furthermore* system-related/structural factors may be actual 
barriers to utilization of health services and non-compliance 
(Tangerose, Miller, and Sherman, 1984). 
Types of Transportation Used. Difficulty in Getting to 
the Clinic, and Distance to the Clinic? It must be emphasized 
that although most of the women said that the clinic distance 
was not too far (51.32), the majority of the sample walked 
(49.52* Table 12). Walking is easier and cheaper than taking 
the bus, but as the pregnancy progresses, walking becomes more 
difficult. In addition, many women have to take small chil¬ 
dren with them. That is when they must decide to miss their 
appointments and become non-compliant. 
The monolingual women talked about their difficulties 
using the buses because they could not understand the direc¬ 
tions, all of which are printed or verbalized in English only. 
Bus drivers could learn some phrases in Spanish to allay the 
fears of their passengers. Using bilingual printed materials 
bus drivers could be doing some health promotion by helping 
the women to be more self-reliant and not miss their appoint¬ 
ments on account of transportation. 
Clinic Environment: Only two women (62) of the sample 
were not satisfied with the service. Eventually one of them 
left the system and went to a private practitioner. She had 
had problems with financial matters. However, the majority 
of the respondents said the clinic was "muy chevere" (very 
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nice) and the health aides and medical assistants very 
friendly. In particular, the participants praised the 
nutritionists . 
Waiting Time During Appointments: This was not con¬ 
sidered a problem. However, it seems possible to lessen 
the waiting time for an appointment card. Women stated 
that the delays were many times due because attendants 
were busy with clerical chores. Waiting for the physician 
was not the problem. Sometimes it took longer to get the 
date for the appointment. Delegating this task to one of 
the aides may solve this waiting problem. 
Conflicts with Clinic Appointments: As stated be¬ 
fore under Occupation, the fact that most women are house¬ 
wives lessens potential conflicts with clinic hours. How¬ 
ever, as will be discussed under Reasons for Non-Compliance 
(Table 35» some women mentioned inadequate clinic hours, 
conflicting with bus schedules, resting periods during preg¬ 
nancy, and children's medical appointments. More flexibil¬ 
ity, specially in the morning schedules may be advisable. 
Readability of Printed Materials; The fact that women 
in the sample said they could "read" the printed material 
did not mean they could understand it. As has been men¬ 
tioned in the section on illiteracy, most health materials 
are written for readers at college level. In order to un¬ 
derstand the message, local materials should be prepared 
using simple and short messages to allow instructions to be 
followed. rhe fact that 80* of th, re8pon4ents ^ 
could read in English hut 66* could understand what the, 
read may suggest that some of thes* won, 
these vomen may be performing 
at the level of "functional illiterates" (Kosol(l98o; 
Grudner, l98l). Health education materials must reflect 
of patients, specially the monolingual Spanish¬ 
speaking individuals who may benefit from bilingual/bi- 
cultural printed materials. 
Personal Characteristi c s 
Person in Family Responsible for HeaTth Decision.. 
The influence of the family on health matters is not only 
based on regard for the elders and respect for adults U the' 
society, but also on financial and social supports. There 
is an interdependence between the individual and his/her 
family that makes health a "family affair." Asking the 
patient to "make a decision" may not be as easy among His¬ 
panic groups and subgroups. Health professionals must be 
aware of this cultural tradition and involve the family in 
the treatment of a patient. Because of migration patterns 
among many Puerto Ricans, friends and neighbors become the 
network of support —the adopted relatives —and their input 
is as valuable as that of true blood relatives. This cus¬ 
tom may be observed in patterns of child care. "Baby-sit¬ 
ting” is alien to the culture. It is a family tradition 
that is undertaken without expectations of remuneration. 
Friends, neighbors, and relatives are available for child 
care. When this is not possible, then children must be 
taken by the parents to their appointments. This is the 
reason why in spite of the fact thav two-thirds of the 
women in the sample had children five years old and under 
at home, 60$ said they had no problems of child care. 
Preferred Language for Reading Materials: It cer¬ 
tainly was unexpected to learn that U6$ of the sample pre¬ 
ferred to read in English, 11$ in either language (which 
would make it a total of 51% in English) and k3% in Spanish. 
But it was even more surprising to learn that 80$ of the 
sample declared themselves capable of reading English. Per¬ 
haps the answer to this contradiction to my assumption. is 
that when the question on comprehension was raised t then 
only 66% of the sample could comprehend what tney read--as 
stated under "Readability of Printed Materials." 
The rest of the questions on reading, comprehending, 
and writing in Spanish were asked in order to ascertain the 
level of literacy of the sample. At least on paper it seems 
that this group was more evenly represented educationally. 
The fact that most women were literate in English and/or 
Spanish made it easier to become proficient in English. My 
hypothesis was not upheld with this group. 
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Stated Reasons for Non-Compliance: A review of the liter¬ 
ature of non-compliance reveals a multi factorial nature 
of the problem in health care settings. The numerous in¬ 
vestigations and studies list hundreds of variables that 
may be considred barriers to compliance. Factors mentioned 
include age, race, language, culture, occupation, income, 
rurality, urbanity, migration, pain, anxiety, cost, work 
schedules, transportation, embarrassment from public dis¬ 
play or from insertion of instruments, long waiting periods, 
and many others. Becker (1976) explains the severity of 
the problem as follows: 
In attempting both to discover and 
better understand the determinants 
of patient compliance behavior, hun¬ 
dreds of investigations have been 
undertaken, ranging in emphasis from 
medical and economic considerations 
to dimensions which are mainly demo¬ 
graphic, socioeconomic, sociocultural, 
personal and motivational, geographic, 
organizational, and social-interactive... 
(p. 96) 
Perhaps in the case of some poor Puerto Rican patients 
the barriers of culture and language increase the probabil¬ 
ity of non-complying with appointed schedules. However, 
findings are unanimous in showing that non-compliance is 
almost universal and cannot be explained as a characteris¬ 
tic of any particular personality type or group (Becker, 
1976 ; Hayes-Bautista, 1976 ; Rotter, 1977 ; Haynes, 1982). 
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DePenalng on the treatment ani the type of iife>tne change 
xnvclvea. non-compliance with scheduled appointment, range, 
from 10* to 50, (Ounter-Hunt, 1983; H.rtt and Stamp,. i9T7; 
Morse et al, 198U). 
Since the health need, of population, vary from 
region to region, epecially in thi, multicultural, multi¬ 
ethnic USA. the characteristic, of the local population 
must be taken into consideration. Ther-foro 
“* inerefore , a discussion 
®the variables involved •? _ .tv 
ft the non-compliance of the 35 
women* ss stated by the respondents. 
Financial/Insurance.: Table 35 shows that 11.t, of 
the sample complained of financial problems. Qualitative 
analysis of the data indicates that women experienced 
frustration, anxiety, embarrassment and anger because bills 
would arrive at their homes-sometimes every two we.hs-asking 
for amounts ranging between $500 and $900. Conversations 
with clinic administrative personnel have disclosed the fact 
that WWU does not discuss financial aspects with patients 
unless the women «k for an explanation. As Mechanic (1968) 
has stated, most clinic patients do not have the sophistica¬ 
tion of other health consumers. Rather than expect the pa¬ 
tient to request complicated financial information, there 
must be a person at the clinic assigned to explain financial 
duties and benefits to the patients. There is a flaw in the 
clinic's policies and procedures that must be corrected 
as soon as possible. Because most women at the clinic 
seem to be covered by Medicaid. It was assumed that few 
financial problems would exist Thia j * 
exist. This data contradicts 
that assumption. 
—~ Tr»n°P°rtatmn= 8.6* Of the sample complained 
about the lack of transportation. Although living within 
walking distance, because of pregnancy demands, young 
children, weather conditions, and lack of communication 
with bus drivers, some women opt for staying home and 
become non-compliant. Either a brochure in Spanish or 
learning some phrases in Spanish may allow bus drivers 
to help monolingual Hispanic women passengers. 
Lack of Child Care: One incident occurred with a partici¬ 
pant and child care. After I called her to keep her ap¬ 
pointment she left a 9 year old baby sitter and may have 
experienced difficulties with a visiting nurse. Some typ, 
of arrangement must be developed in order that pregnant 
women with small children may be free to attend their ap¬ 
pointments without further anxieties. assumption upheld 
Simultaneous Appointments: This was another interesting 
finding. In this age of computers it might seem that the 
clinic personnel would have access to electronic devices 
which would allow them to monitor appointments scheduled ; 
the various departments of a single hospital. Many of th< 
must 
women approaching delivery have false labor pains and 
have mini stays at the hospital while scheduled for clinic 
appointments. At other times, their children are given 
appointments in other departments of the Medical Center 
and preference/priority is given to the children's appoint¬ 
ment. Still other times, the patients are sent for pro¬ 
cedures connected with their pregnancies and must go to 
other areas of the hospital. These simultaneous appoint¬ 
ments can be avoided through better monitoring. 
Inadequate Clinic Hours: 1U. 3J6 of the women com¬ 
plained that as a result of sleepless nights--due to the 
pregnancies—they had difficulty in getting up early in 
the morning, walk or take two busses, and be at the clinic 
before 9:00 a.m. Efforts to persuade clinic personnel to 
allow the patients to be examined after 10:30 a.m. seemed 
to go unheeded. Pregnant women should be given more flex¬ 
ible appointments . 
Sick Child or Self: 20%: This is a combination of 
priorities for child care and pregnancy problems discussed 
before . 
Forgot: Not a structural problem. However, a clinic 
reminder shortly before the appointment might be helpful. 
Other: 5*6? - Added to the above lU.3# because of 
forgetfulness, a total of 19*93* is not structural, while 
a total of 8l.l£ may be attributable to structural factors 
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Beliefs ln the Hot-Cold Theor;r= I„ spite of th. fre4uent 
references in the literature (Harwood, 1971; Rodrigues-' 
Dorsey and duintero-Jackson, 1976; Saunders, 195U) about 
the popularity of the Hot and Cold Theory of foods and 
medications, 82.9* had no knowledge of this custom. As to 
examples on practices of the Hot and Cold Theory among mem¬ 
bers of their families or friends__maybe using herbs, medica¬ 
tions or frequenting local "botanicas" (specialty shop where 
herbs, potions, idols, incense, rosaries and remedies are 
sold)—85.7* denied any knowledge or connection with folk 
remedies. Only lb.2* spoke about herbal teas and home 
remedies when haying chest or head colds. There was some 
allusion to the "cold" nature of orange Juice ("Jugo de 
china") not recommended in cases of head or chest colds. 
However, most of the answers on the benefits of folk medi¬ 
cine were actual sneers against "superstitions" and "back¬ 
ward" ideas of "ignorant or very simple people." Perhaps 
vith a larger group or an older group there might be more 
references to the Hot and Cold Theory among Puerto Rican 
patients . 
Finally, a qualitative question was asked the participants 
requesting .--uggestions to improve the present services at 
the clinic. As was explained at the beginning of this Dis¬ 
cussion, the women in the sample praised the performance 
of the clinic medical assistants/aides and nutritionists. 
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Few suggestions were given. Responses ranged from the very 
polite, Nothing. Everything Is fine," to requests for more 
female doctors; strong demands for more privacy while being 
examined; more explanations on financial rights and respons¬ 
ibilities for patients; and more flexible morning hours for 
clinic tests and exams. There was also an interesting sug¬ 
gestion to refrain from using "too much material in Spanish 
at the clinic; otherwise women will never learn to stand on 
their two feet, unless those Spanish instructions and aides 
are removed." That was the first time that I had heard any 
negative comments about the clinic's bilingual/bicultural 
resources during close to fifteen years of association with 
Wesson Women's Unit. Since only one person made that com¬ 
ment, it may be overlooked. Ironically, it was a Hispanic 
who made the remark. 
The Conclusion and Recommendations for this Descriptive 
Study follow. I hope to continue working with WWU and its 
patients for many more years. 
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Conelusion 
Throughout this dissertation, the need for local, valid, 
reliable studies dealing with Puerto Rican patients has been 
considered crucial. The Descriptive Study just reviewed 
has fulfilled that need, defining the population: clinic 
patients; the Hispanic sub-group: Puerto Rican; their com¬ 
mon health condition: pregnancy, and the objectives of the 
research: finding the reasons for patient non-compliance 
with scheduled appointments. 
As was mentioned in the Discussion of Variables and 
Assumptions, this descriptive study at Wesson Women's Unit 
(WWU) of Baystate Medical Center (SMC) in Springfield, 
Massachusetts, has revealed the need for the revision of 
some struetural/organizational (clinic) procedures. Assump¬ 
tions made at the beginning of the study were actually 
guesstimates ' of what most health professionals expected 
to find—including this researcher.. It was surprising, there¬ 
fore, to learn that at a progressive hospital like WWU there 
is presently a serious flaw dealing with finances. It seems 
that unless Puerto Rican patients inquire about their finan¬ 
cial obligations and rights as Medicaid patients, clinic 
personnel seem to assume that the patients know their situa¬ 
tion. Meanwhile, there are indications—from the study-- 
that many non-compliant behaviors are due to fear of more 
billing. 
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An unexpected finding directly related to clinic pol¬ 
icy, is the fact that more training of clinic personnel is 
needed to take information and personal data. The fact that 
most of the clinic personnel is bilingual/bicultural does not 
compensate for some learning experiences that are seldom in¬ 
ternalized unless professional training is offered. 
An important feature that was expected by this researcher 
but was not found throughout the review of the literature 
of non-compliance is the telephone. Clinic women and clerical 
personnel made mistakes in giving and recording telephone num¬ 
bers. It must be a policy to request at least three phone 
numbers of neighbors, friends, or even community agencies, 
so that women may be contacted more easily. 
Another clinic adjustment that seems to be needed is more 
flexibility in re-scheduling pregnant women, specially as they 
become heavier and sleepless nights cause them to desire ad¬ 
ditional rest in the early morning hours. Although there 
may be a conflict with early lunch hours(11:30 a.m.) for clinic 
personnel,it seems only fair that these women be given the 
opportunity to arrive for their check-ups or other procedures 
after 10:30 a.m. 
Another conclusion that is the result of this study is 
that transportation is a problem because of linguistic and 
cultural barriers. In spite of the fact that many of these 
women understand enough English to interact with Anglo health 
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providers, there seems to he a mental block when the burdens 
of pregnancy and young children do not allow them to walk 
and, therefore, they must take a bus. Both the patients and 
the bus drivers need to realize their interdependence as 
patrons and providers of a community service. A few words 
in English will help the patients, and a few words of Spanish 
will certainly help the patients and allow the drivers to 
do a better job too. 
Recommendations 
1. This local investigation has shown the need for 
larger studies of similar childbearing populations. Research 
at BMSC should be initiated as soon as possible in order to 
validate findings of this limited study. 
2. Baystate Medical Center should assist mothers with 
limited English ability to understand their financial billing 
system and Medicaid privileges or other financial help during 
pregnancy. This will be done immediatley upon entering the 
system. The second prenatal care visit may be appropriate 
for educating mothers on financial matters, probabl using 
the expertise of WWU Social Service Department as advocates 
preferably a qualified bilingual/bicultural financial advisor 
3. That the Pioneer Transit Authority (PVTA) consider 
displaying signs and maps in Spanish. Under ideal circum¬ 
stances the recommendation would be that bus drivers 
learn some Spanish as a service to the community. 
h. That more croSs cultural and multicultural educa¬ 
tion programs for health professionals be offered in the 
Greater Springfield area to sensitize health care providers 
to linguistic and cultural problems of patients/clients. 
5. That the principal investigator share these find¬ 
ings with WWU’s staff, discussing structural aspects of the 
clinic which may prevent some Puerto Rican women from keep¬ 
ing all scheduled appointments. 
This study has convinced the principal investigator 
that applying the literature is not always conducive to the 
understanding or solution of local health problems, such 
as in Springfield, Massachusetts. 
It has been a privilege to work with the women and the 
hospital . 
As soon as the presentation to clinic staff and ad¬ 
ministration is scheduled, these recommendations will be 
prepared in more structured form, following the suggestions 
and expertise of the health care workers involved. A new 
calendar-card will be introduced at that time, hoping to 
distribute it among patients after some suggestions from 
the staff have been received. 
The next chapter. Conclusions and Strategies, will 
deal with some recommendations and projects needed to im¬ 
prove the health care of Hispanics in general, and Puerto 
Ricans in particular. That will be followed by a Selected 
Bibliography and the Appendices. 
223 
CONCLUSIONS AND STRATEGIES 
When this research was started, I was looking for 
strategies to improve communication between monolingual His¬ 
panic patients/clients and Anglo providers that would improve 
the patient-provider interaction and foster quality care. 
I felt that my fellow Hispanics would benefit from the advan¬ 
tages of compliance/patient compliance defined as "following 
the health provider's instructions as to diet, exercise, rest 
medications, schedule-keeping and other lifestyle changes." 
On the other hand, the Anglo health providers would become 
sensitized .to the plight of mostly monolingual Hispanic in¬ 
dividuals, caused by the barriers of culture, language, 
ethnicity, social class, education/literacy, acculturation, 
migration and the influence of the family. 
What has emerged is the need for the education of health 
providers as a priority in health. Not only is it necessary 
to educate health providers on differences, but also on 
similarities with their Hispanic patients/clients. Provider 
education is crucial for quality care. 
A review of the literature of patient compliance/non- 
compliance not only disclosed the universal nature of the 
problem, but it also showed that there is a commonality of 
factors between those affecting compliance and the ones 
identified as barriers to health of most patients, particu¬ 
larly Hispanics, and specially the Puerto Rican poor in 
Western Massachusetts. 
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Since the issue of compliance is well known in the health 
field, it seems the ideal vehicle for a holistic approach to 
health. It does not seem difficult to transfer some of this 
vast knowledge and research to in-service education for health 
care providers. The medical, nursing, and allied health pro¬ 
fessionals and paraprofessionals would then become sensitized 
to the needs of Hispanic patients in particular and all 
patients in general. 
Through continuing education and training programs there 
is an opportunity to channel the vast research and literature 
on compliance/non-compliance to sensitize health care pro¬ 
fessionals. However, providers must not forget that Hispanics, 
the second largest minority in the United States—over twenty 
million people--are no.t a homogenized group. Intraethnic, 
intracultural variations and similarities must be considered 
in providing services to the various sub-groups. The need 
for a standardized definition of the term "Hispanic" among 
the various agencies and institutions in the United States 
is urgent. Otherwise, funds for programs and other benefits 
will continue to be diverted to other groups if a uniform 
definition for "Hispanic" is not adopted in the United States, 
soon. 
Another conclusion, quite simple but very important, is 
the need for a self-introspection on the part of health care 
providers . Only by becoming aware of ethnic and familial 
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backgrounds--with an acceptance of the multicultural, multi¬ 
ethnic nature of most Americans and the contributions of 
the various groups—will providers become effective in help¬ 
ing others. A suggested exercise is Suzuki's "Ethnic/ 
Cultural Background Exercise," Appendix F of this work. 
Language is a serious issue. This research has enthu¬ 
siastically proposed that Spanish must be considered a 
public health tool. Bilingual people that are ill often 
feel confused, scared, and disoriented, even if they are 
competent in English. This happens even to those individuals 
proficient in a second language; they usually revert to their 
mother tongue. Being a Spanish monolingual is worse. It is 
hardly the time for health professionals in the United States 
to demand, "Let them learn English." Providers must learn 
some phrases and "medical imperatives" in the Spanish language, 
specially since many clinics show that 65% of their patients 
are Hispanics . 
If providers do not have the time or the inclination to 
learn Spanish ;or to delve into the culture, then qualified 
bilingual bicultural interpreters or translators must be 
employed to attend the health needs of Hispanics. A "cultural 
broker" has actually been suggested by Hazel Weidman and 
other anthropologists. This individual would coordinate 
efforts for a better patient-provider interaction. 
The English language must be considered a factor in upper 
mobility, while the Spanish language may become a barrier to 
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a better lifestyle among monolingual Hispanics. There is 
a need for more classes in English as a Second Language; 
true bilingual classes, dividing equal time for instruc¬ 
tion in English and in Spanish, If bilingual education is 
to fulfill its role, it must act as a transitional tool to 
incorporate individuals into the mainstream. That doesn't 
mean that the Spanish language should be forgotten or the 
culture rejected. On the contrary. True bilingualism 
demands a proficiency in both languages. Language pride 
and loyalty should be fostered among Hispanics. However, 
knowledge of the English language is vital for survival and 
better opportunities in the United States. This is cer¬ 
tainly an issue in health, greatly influenced by the factors 
of ethnicity and culture. 
Providers are also reminded that the inclusion of the 
family in health matters is imperative. The Hispanic family 
must be considered at all times when health decisions are 
involved , since it is the source of traditions, beliefs 
and values affecting the health of its members. 
The Spanish language also becomes a way of controlling 
siblings. Parents and grandparents may insist that children 
speak only Spanish at home. The culture of the school and 
of the home may clash. Providers must be aware of this 
problem and act as a bridge, not as a divider between parents 
and children. 
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The "parentified" child, described in Chapter IV must 
be discouraged from helping adults because of the problems 
with role reversals in Puerto Rican families. Qualified 
bilingual, bicultural translators and interpreters must be 
available in health settings to render this important service. 
It is also important that providers become acquainted 
with the cultural traits of family names. In the Hispanic 
culture the last name” is not the father's family name. 
The last name" is the mother's maiden name and must not be 
used as the surname. Suggestions were given in pages 2k 
and 25 of this paper, in order to avoid confusion. Also, 
pride in the family name of Hispanics must be observed by 
learning the correct pronunciation of patients' family names. 
An effort should be made by Anglo Health providers in this 
respect . 
The role of social class, is strongly stressed in this 
paper for health reasons. This factor must be included in 
health research, particularly in dealing with the members 
of the Hispanic poor in the United States. More commonalities 
will be found among the working Hispanic poor and Anglo health 
providers if the issue of social class is openly discussed. 
Indeed, class transcends color, nationality, ethnicity, and 
culture. There are few local research studies and health 
care data on Puerto Ricans in Western. Massachusetts. 
In contrast, there are more health studies and statistics 
concerning Mexican Americans, the largest Hispanic sub-group 
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m the United States. The resulting practice is to generalize 
and apply research findings and literature on Mexican Americans 
to Puerto Ricans in the Mainland. 
The need for local studies and research on the health 
status of Puerto Ricans is of paramount importance. The 
applied part of this dissertation, the Descriptive Study, 
has demonstrated that generalizations found in the litera¬ 
ture may be of help. However, the "realities" of local pa¬ 
tients are different. 
Care must be observed to avoid any bias in studies by 
carefully defining terms, operational definitions, selecting 
comparable populations, and stating objectives so as to per¬ 
mit comparisons among studies particularly on compliance. 
More health programs are needed to attract and retain 
minorities in health. However, while special programs are 
being developed to recruit, train and retain Hispanic health 
care professionals, the available resource of qualified, sen¬ 
sitive Anglo health care professionals currently working in 
our communities must not be forgotten. In colaboration 
with this very important sector of the health community, 
culturally relevant health care programs are being planned 
and implemented. This appreciation for local Anglo expertise 
is exemplified by the fact that this dissertation has been 
dedicated to a committed Anglo health care professional. 
Miss Margaret Hogan. As the former Director of Nursing at 
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Wesson Women’s Unit, Baystate Medical Center, Springfield, 
Massachusetts, she was very attuned and sympathetic to the 
Puerto Rican patients. The use of culturally relevant 
audiovisual materials prepared in local communities must 
be carefully monitored for levels of comprehension. 
Linkages between health and educational organizations 
in Puerto Rico and Springfield must be seriously initiated 
and followed up, specially health education programs at the 
level of grammar school, and certainly before the fateful 
9th grade. The education of young women affects the health 
of unborn generations . 
It is up to Hispanic health professionals to contribute 
their time and expertise in conducting valid and reliable 
health research studies and programs based on the needs of 
local communities. No time should be wasted in developing 
and implementing sensitivity training programs for health 
care providers and educators in local communities. At the 
present time, there is a group of Hispanic health profes¬ 
sionals meeting in Springfield since August 1984. The 
Western Massachusetts Hispanic Health Council--of which 
I am a member — is actively engaged in the improvement of 
health care delivery for the local Puerto Rican community, 
which is the largest Hispanic sub-group in this area. In¬ 
traethnic, intra-cultural variations and similarities among 
Hispanics are being emphasized, in order to provide critically 
needed health care programs for our local Hispanic population, 
significantly different from the Eastern Massachusetts region. 
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I am also developing programs in my place of work — 
Springfield Technical Community College—the largest com¬ 
munity college in the Commonwealth, attracting qualified 
minorities in health careers. I will also continue teach¬ 
ing my "Cultural Spanish course, which is a blend of health, 
language, and culture (a good excuse for patient and pro¬ 
vider education). Besides, as a result of this doctoral 
work, I have developed a new course entitled, "Multiethnic/ 
Multicultural USA." The objectives of this course are to 
sensitize allied health and nursing students to the in¬ 
fluence of culture and ethnicity on health attitudes, be¬ 
liefs and practices, with special emphasis on the back¬ 
grounds and familial histories of both students and future 
patients . 
Furthermore, I will be actively pursing my work in the 
community as an educator and a concerned Hispanic health 
professional. There are plans for a Cultural Spanish course 
to be taught by me next Fall to the Springfield public 
health nurses. Besides, during the month of May I will be 
sharing my findings and recommendations on the Descriptive 
Study with the health personnel and clinic staff at Wesson 
Women’s Unit of Baystate Medical Center in Springfield. 
Finally, my future plans include linkages with com¬ 
munity agencies and the U Mass Medical School in Worcester. 
I hope to recommend and implement a multiethnic, multi¬ 
cultural, multilingual course for health care providers. 
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An open invitation is extended to fellow educators, 
researchers and health care workers to continue working 
for culturally relevant, valid, and practical research 
studies and programs for local Hispanic populations. 
The patient-provider interaction will then blossom, with 
a brighter future for the quality care of Hispanic pa- 
tieots—Puerto Rican in particular—and all patients in 
general. 
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MarltaT Status Trl-Satry Coda _ 
(Cti separate, detachable card; oaaa, data i, type of missed appointment) 
SAMPLE QUESTIONNAIRE FOR INTERVIEWING PREGNANT PUERTO RICAN 
WOMEN AT WESSON WOMEN'S UNIT. 3AISTATE MEDICAL CENTER. IN 
SPRINGFIELD. MASSACHUSETTS - (Telephone Interview) 
Good aoraLog/good aftaraooa. I aa Mrs. Lourdes Delson, a doctoral can¬ 
didate from the University of Massachusetts, School of Education. I would 
Ilka to ask for your cooperation in gathering some data for ay study on ap- 
pointaents that are not kept at the pranatal clinic at Wesson Wooten's and 
also appointments concerning laboratory or other procedures. 
Tour name will not appear in the study. You will remain anonymous. 
I would only like to know the reason/s why you have not come to the clinic 
for your scheduled appointaent/s and any opinion/s you may have on your pre¬ 
natal care. Tour answers may help change some of the established aethods of 
aedical/health care and may make it easier for other women like you to keep 
clinic appointments. Tour comments may also help nurses, doctors, and other 
health professionals to understand why Spanish-speaking women miss appointments, 
their needs and problems. 
As I said before, your name will not appear at all in this study. If you 
want to contact me, you may call 781-7822 and ask for extension 3877. Other¬ 
wise, you may call Ms. Nancy Jones, a bilingual nurse who is working closely on 
this project, at 787-5536. Ms. Jones will also be able to give you some in¬ 
formation on this project. 
Tou do want to participate’/ Final Here are a few questions. Thanks 
again. 
Tou do not want to participate’/ Well, one more question. Can you tell 
me some of the reasons why you attend Wesson Women's Hospital Unit’/ Thanks. 
Participating Women Questionnaire,; 
1) Do you want to conduct this interview in a) English b) Spanish 
2) Were you born in Puerto Rico or in the United States/ - 
3) Do you consider yourself, or identify yourself, as a "Puerto Rican' / explain 
(cont. p. 2) 
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(coat* p* 2 - Qu*3tioaaaLr» - Cod* ) 
*° Sow loo* dav* you Ur.d La Sprln*fl*ld7 a) y**rs _ b) AOntha _ 
5) Who sugj*at*d that you j*t your pregoaacy car* at W*ssoa Wooaa's/ 
6) Ch* !*“* p#rso° ado usually d*lpa you oak* d.cLatoaa about your 
u**ita e*r«( 
*) !•«_ b) So _ 
SA) If td* *asw*r is "3o,'» Who La id* parsoa ado usually helps youv 
7) Sow far do you liv* froa td* cllaie7. 
8) What kiad of traasportatiaa do you geaerally us* to coo* to td* clialc 
for appoiata*ats? 
9) Is Lt difficult for you to jet traasportatioa to cou* to td* diaic* 
Sxplala, pleas*. 
10) Sow aaay cdildrea do you have at boa*? 
11) What ar* td*Lr asms? 
12) Is it difficult for you to sale* arraageueatts for cdild car* ebea you have 
a eliaic appoiata*at? a) _____ I*a a) Mo 
121) If "yes," *x?laia, pl*as*. 
13) What Ls your pr*s*att oceupatloa? 
1*0 Do your hours of eork coafliet with oliaic hours? How? 
15) Caa you tall a* td* r*asoas that preveated. you froa keeping your appoiat- 
a*at oa ? 
data 
18. What aetdoda do you us* to r*a*ao*r your appoLataeaes? 
17) Sow aaay y*ara of acboolLag do you have? 
a) 0-3 y*ara b) 3 - 6 y»ara c) c - 9 years d) over 
13. Place of educacloa aad years La each ayatea 
a) ?u*rto 3Lco - _^_^^___yeara o) Sprtagfield ;) Otaer 
(coos. 5 >) 
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(cont. p. 3 - Questionnaire - Code 
19) Can you a) read in Spanish Yes _ 
_ No A little 
b) understand what you read/ Yes 
_ No A little ‘ 
c) write in Spanish/ Yes _ 
_ No A little 
20) Can you a) read in English/ Yes 
_ No A little 
b) understand wnat you read/ Yes No A little 
c) write in English/ Yes No 
_ A little 
21) la which language do you prefer to read/ 
a) English b) Spanish c) either language d) cannot read either 
22) If you hare difficulty in understanding instructions, who do you as* * for 
help or who helps you to explain instructioas/directions/ 
23) 
24) 
lour Upressions of the clinic will be very helpful to 
care for you and other patients. Please answer a few 
Thank you. 
us in improving 
more questions. 
Do you use your appointment card to remind yourself of your coming 
appointments'/ , a 
*) _ Tea b) _No 
25) Did you understand wny you had to come for an appointment 
for __j 
(procedure/s) 
on_ 
date 
26) Are the instructions given to you at the clinic usually clear/ 
a) Yes _____ b) Mo c) Sometimes ^____ d) Never _ 
27) Can you easily read the printed materials given to you at -the clinic/ ■ 
a) Yes b) No c) Sometimes _ d) Never _ 
28) Are you usually seen at the clinic by a male or female doctor/ 
a) male b) female _____ 
29) Khicn do you prefer/ a) male _ b) fatale _ c) either one _ 
30) How much time do you usually have to wait before seeing a doctor/ Explain. 
31. Would you say you are: a) very satisfied b) usually satisfied 
c) somewhat satisfied d) not satisfied with the care you are getting at 
the clihie. WhyZ 
32. How would you improve the present services at the clinic/ Please give 
some suggestions. 
(cont. p. 4) 
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(coat. p. 4 - Queationnalre - Cod* ) 
331 Only a few more queatlona. 
Do you know aoaething about fooda or medicines that are cold or 
nature which auat not be eaten or taken during pregnancy or on 
cold days when people are not feeling well/ Ar« Ulneaaea and 
related/ Pleas* explain/ 
hot by 
hot or 
temperatures 
34> XV0U know or »»>out thla &L^of hot and cold temperatures 
of fooda and medicationaj can you elaborate further/ Tell me briefly, 
pleaae. Ia there a member of your family who subacrlbea to this theory/ 
35) That la all for the moaent. Next time you com* to the clinic you will be 
able to aign a paper atating that you approved thla interview. Thank you 
very much for your cooperation. Goodbye and good luck! lAdloal 
(Further eommenta) 
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Ed*d EatAdo Ctvl.1 Trloaatra da Bntrada_ Codlgo 
MUESTRA DEL CUESTIONARIO PARA SNTREVISTAR MUJERE3 
PUSBTORRIQUS8AS EMBARAZADAS EN EL HOSPITAL WESSON 
PARA MUJSBES. CENTRO MEDICO 3AI3CATE SN SPRINOFm,^. 
MASSACHUSETTS - (Eatreviata por Talafoao) 
Buaaoa dlaa/buanaa tardaa. Soy la Sra. Lourdaa Dalaoa, aducadora da la 
aalud y caadldata a ua doctorado aa Educacloa aa la Ualvaraidad da Massacbu- 
satta. Quialara padlrla au ayuda an coataatar alguaas praguataa ralacloaadaa 
coa aa aatudLo qua aatoy baclaado aobra laa razoaaa por laa cualaa laa cllaataa 
aa al Hoapltal Waaaoa para Mujaraa ao cumplaa coa sua cltaa o coa loa trata- 
alaatoa o proesdlalaatoa da laboratorlo. 
Su aoabra ao aa aaaclooara aa al aatudlo. Ud. paraaaacara aaoalaa. Solo 
qularo praguatarla la razoa o razoaaa por laa qua ao vlaaa a la cl£nlca cuaado 
tlaaa clta/s y au oplaloa aobra al praaaota culdado praaatal aa la cl£alca. 
da sarvlcioa aadlcos 
Sua raapuaatas podraa ayudar a qua aa caablsa aatodos/qua aa baa aaguldo por 
ua tlaapo, y taabiaa qulzaa aa haga aa a facll qua Ud. y otraa aujaras coao 
Ud. puadaa cuapllr eoa aua cltaa/ turaoa. Sua eoaaatarios taabiaa facilitaria 
la iiayor coapraasioa por parta da laa aafaraaras, aadicos y otroa profesi.oaa_l.es 
da aalud para qua aatLaadaa loa aotivoa por los cualaa las aujeraa blapaaas 
ao cuaplaa coa sua cltaa aadicas, sua nacasldaa y probl.amas. 
Como la dlja aatariorasata, su aoabra ao sa ravalara aa asta astudlo. Si 
Ud. dasaa coaualcarsa coaaigo, puada llaaar al 781-7822, y padlr la axteaaloa 
3877. Da otro aodo, Ud. puada llaoar a la Sra. Naacy Jbaea, eafarmara blliagua, 
qulaa asta trabajaado coao dlractora da asta proyacto. Su aumaro da talafoao 
as 787-556. La Sra. Joaaa taadra oucbo gusto aa darla laformacioa sobre eate 
aatudlo. 
4^ulara partlciparf lExcaleatal Aqu£ vaa las praguataa. Mil gracias otra vez. 
No qulara participax? Buaao ana prsguata aas. Puada Ud. daraa uaaa ouaa- 
tas razoaaa por laa qua preflara vsair al Hospital Waasoa? iGraciaal 
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(p. 2 - Cueatlonarlo) 
Cueatlonarlo para laa Muieres aue Partlclpen eg el Estudlo: 
1) iPreflere Od. hacer aata entrevlsta aa a) Inglea_ b) eapafiol 
2) iDonda naclon Ud.Y lEa Puerto Rico o ea los Estados Onldosl _ 
3) tSe conaldara (Id. puartorrIquaflaV Expllqueae, por favor. 
4) iDaada cuando vlve ea Sprlngfleldl a) afloa _ b) mesas _ c) _ 
3) iQuien la auglrlo qua utillzara Od. loa aarvlcloa dal Hospital Wasaoa 
para Mujaraa duraata au eiabarazol __ 
6) iSa aata la jilsaa paraoaa qua generaliaente la ayuda a hacar aua daclaloaas 
relatlvaa a au saludV 
a) Si _ b) Ho_ 
6A) (31 la raapuaata aa "No.") i^uien as la persona qua generaliaente la ayudal 
7) 4A qua distaacla viva Od. da la clinical 
8) i^ua claaa da tranaportacion uaa Od. por lo general para vanlr a la cllalca 
cuaado tleae clta/turaoY 
9) 4Le ea dlflcll a Od. cooaagulr tranaportacion para vealr a la clinical 
Expllqueae, por favor. 
10) iCuantos bljoa vlvan con Ud.Y 
11) Cualaa aon las adadea da los chicoa/auchachoal 
12) 4la aa dlflcll a Od. bacer arreglos para qua la cuiden los nuchachos 
cuaado Od. ttene cltaa aa la clinical a) Si_ b) No- 
12A (31 raaponda "al,")Explique, por favor: 
13) tPreaenteaentey Ea el mooeato, icual ea su ocupactonl 
14)4Hay un conflicto antra sua horaa da trabajo y laa da la clinical ixpliqueme 
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(p. 3 - Cueatloaarlo) 
15) IPusde Ud. deelrue dual ea o cualaa son la razoa/razoaas qua ao 1# perml- 
tlaroa cuapllr eoa au cLta al ? 
(fecha) 
16) 4Qua matodoa o arragloa ttaaa Od. para recordar aua cltaa?/turaoa? 
17) tCuaatoa aftoa ha Ldo Ud. a la eacuela? 
a) 0 - 3 adoa b) 3 - 6 afloa c) 6 - adoa d) naa da 9 ados _ 
18) &Sa qua lugar fue a la aacuala, y cuaatoa afioa?/hasta qua grado? 
a) Puarto Rico ado/grado b) Sprlagfield _afio/grado 
e) Otro __ado/grado 
19) IPuada Ud. a) laar aa eapadol? 
b) aataadar lo qua lee? 
3£ 
c) aacrlblr aa eapadol? 
No Poco 
20) iPueda Ud. a) laar aa laglaa? 
b) aataadar lo qua lea? 
e) eacrtblr aa Laglaa? 
3£ No Poco 
21) 4Sa qua Idloaa prefiera Ud. laar? 
a) laglaa b) Eapadol e) cualquiara da loa doa d) ao puado laar alaguao 
22) 31 Ud. tlaaa probleaaa aa compreader laatruccloaaa, a quleaacude Ud. o 
quiaa la azpllca a Ud. laa laatruccloaaa? 
23) Sua lapraaloaaa da la clialca aoa aerao auy valloaaa para aejorar 
auaatroa servLcloa para Ud. y otraa cllaataa. Por favor coataata 
uaaa euaataa praguataa aaa. Qraclaa. 
24) 4Uaa Ud. au tarjata da cita/turao para recordar au proxluia viaita 
a la cllalca? 
a) _S£ b) _No 
25) iEataadlo Ud. qua taala Ud. uaa clta para vealr a la cltalca al - 
_ P"* -- -r  
(procadtmlaato/aj 
26) iSoo/ilaraa^laa^LaatruccIoaea qua la daa ao la cl£ulca? 
a) S£_ b) No_c) Alguaaa vecea _ d) Nuaca _ 
27) iPuada Ud. lear coa facllldad el naterlal lapreao qua la daa en la cllalca? 
a) s£ b) No ____^ c) Alguoaa vacea _____ d) Nuaca ' 
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(p. 4 - Cueatlonorio) 
28) 4'Quiea la va ganaralmente an la cllaica, ua doctor o uaa doctoral 
a) doctor b) doctors_ 
29) iA quiaa prefiere Ud.? a) _doctor b) _doctora c) cualquiara 
30) 4Cuaato tlempo tiaae Ud. qua es-perar geaeralaenta/por lo general antes da 
da qua la vea ua medico? Expllqueme, por favor. 
31) 4Dir{a Ud. qua Ud. aata a) auy aatiafacha b) ganaralmente aatiafacha 
c) ua poco aatiafacha d) ao aatiafacha 
coa al cuidado qua raciba an la cllaica. 4Por qua? 
32) 4Como mejorarla Ud. loa aarvicioa qua actualaaata raciba an la cllnica? 
Hagaaa al favor da daraa algunaa idaaa o augeraaciaa. 
33) Oaaa cuaataa praguntaa aaa y taraiaaaoa. 4Ma puada Ud. dacir qua claaa 
da aliaeatoa, babidaa y aadieiaaa aa puedan toaar o coaar durante al 
embarazo—frlaa o calientaa y por qua? Hacea seatir bien y aoa buaaaa 
para al aaaa? Cueatema algo, por favor. 
34) Si Ud. ha oldo algo acerca da aata coatuabre da alimentoa o comidas y 
aedicamentoa qua aoa frloa o caliaatea por aaturaleza, puada Ud. coa- 
tana quiaa la oatero? 4Hay algun aiembro da la familia qua aabe da aaa? 
£ao aa todo por al momento. La proxina vez qua Ud. vaya a la cllaica la 
daran ua papal qua aa llama "Carta da Coaaeatimiento y Autorizacioa" 
para qua la firme coafiroando qua Ud. aprobo aata antreviata. Muchas 
graciaa por au ayuda. Adioa y buana auarta. 
35. 
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32221 ^ 2S!P^«cz wm pregnant pqCTT0 ricaw 
-__ at HATSTATS jCTXCAL CTTH IK S75IKG?TTT.n, MASSACaOSSTTS 
Purcoaa : 3y Lourdaa C. Daiaoa 
or ?t,!3Mt Pu.rto Picas -oaaa. lacriLflt wt!?!saCa#ttt* *®0Qff ‘ “»?!• 
darstaadiay 0£ eh* aoa-conpliaae aatlsat sar* ProTW*rs’ ua- 
outcome* Jar aiaority woaea. M7 33t3C 1-a toafri.cs favorabl* 
Pgulattan;: 
diai^ai s^:nc:.T5i;f s;««;i^iS*sat«:adus ?r#aisii 
Mathadolog-r: 
bde 7 ***•?*»■•. -U1 ba coaduct.d by 
r.*cb.d by f.i5h«i?sut:A.:S tiS 2. r* ^«63 «“•* K 
scdadulad eliaie imioiatn.ni- n 3** P*6^*at3 46 aaxt rtjularly 
alsuis* Cara records will. h/utn”^*' IdaatifL^*tL°a 4**U*bi# La Coa* 
5i.oa will ba made by tde Suairri.ni- i Xa*atl.£icaetoa of target popula- 
bar atari feoHliS ?Lcf A«buiata^ °»/S7=i cllaic aadjor 
ba sdared. aaly eit/tdi* LarestSatir! °f 6iW P°?Ui4Clatt »U1 
Er?ta<;ti,?a o£. apufldeattaite^t 
Data coilectioa foraa (questLoaaaLre) 
ba eodad to Ldeatlfy target population ’’i-X-l. aac coataia aames aor »ili 
2agiaalaa la. iar«sttraced i 
a) deaograpdic 
1) age 
2) aarltal status 
3) trlaester of aatry 
y l»»agtd o£ resideace La Sprtagfield 
5) placa of educatloa 
o) 7»*r» of study 
7) praaaac oceupacloa 
b) structural, 
1) accessibility of clLala 
2) distaaca oecseea borne aad cllaic 
3) aaaxrs of traasportatloa 
M cllaic saylroaaaae 
«) eaitiag tlaa duriag appoiatseats 
**x of dealtb prorldtr 
-iXJ clarity of LastructLoos 
Lr) rsadabliity of Laatructisaal materials 
(coat. p. 2) 
26l 
(coat. p. 2. - Study of Caiapl.) 
e) p*rsoaal charaetarLstLc* 
L. persoa La family responsible- for be*Lta decLsLoas 
2. cumber of edildrea patLeat La responsible for 
3. ag«s of children 
V. availability of child ear* 
3. pr*farr*d lan^ua^e for reading- materials (English/Spanish) 
6. at*t*d raaaoaa for missing scheduled appointment/ a 
7- self-reminder methods used by patient 
Cuestlonnaire- 
Sample questionnaire attached. The Latervie» *ill b* conducted 
La. English or La Spanish, according Co th* prafaraae* stated by tb» 
patLaat at the beginning of the talapboa* conversation. 
Information aa age, marital status aad trimester of aatry «L11 
b* aseertaLaed from, ta» records. 
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BAYSTATE MEDICAL CENTER 
Office of Medical Affairs 
Memorandum 
TO: laides C. DelsawHaney Jonea > 
Principal Investigator 
"ROM: Gerald A. Kerrigan, M.D. 
Vice President for Medical Affairs 
SUBJECT: Protocol Number BMC84~7"1_ 
protocol Title A DescriPtivc Study of Caipliance Among 
Pregnant Puerto Rican wanen at say state Mbilical Canitu. 
DATE: July 31, 1984 
The above protocol has been processed as follows: 
COMMITTEE ON MEDICAL 
EDUCATION & RESEARCH - 
Date July 12, 1984 
Approved x_ 
Disapproved  
COMMITTEE ON USE OF HUMAN 
SUBJECTS IN RESEARCH - 
June 25, 1984 
Oate __ 
x 
Approved  
Disapproved 
Tabled  Tabled 
Please provide the following information: 
N.3. 
1. Patient consent forms should be placed and kept in the Medical Record. 
2. The conmittaes will ask you for a progress report of your study in 
12 months. 
SAK/cas 
3/15/83 
cc: Department Chairman 
Ijaurance E. Lundy, M.D. 
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COMPLIANCE STUDY: CONSENT FORM 
Project 01rector: Nancy A. Jones, RN, MSN 
Principal Investigator; Lourdes Oelson, PhO Candidate, U. Ma. 
Expected Ouratlon of Study: A months Quly 12B4 through October 1984) 
Title Of Protocol; A DESCRIPTIVE STUDY OF COMPLIANCE AMONG PREGNANT PUERTO RICAN 
WOMEN AT BAYSTATE MEDICAL CENTER, SPRINGFIELD, MA. 
I agree to participate In this study with the understanding that my name will never 
be used In any published results and that only the Investigator, Mrs. Lourdes Oelson, 
will know my name. I also understand that the study does not Involve any*medical 
or experimental treatment and will not affect my prenatal or postnatal care In any way. 
I agree to answer the questions asked 5y Mrs. Oelson but I reserve the right to refuse 
to answer any questions which I feel are a violation of my rights as a client of 
Baystata Medical Center. 
I understand that this study will Involve 50 women currently using Wesson 'Women's Unit 
of the Baystata Medical Center for prenatal care and that the study seeks to unoerstand 
why appolnbnents for medical care or procedures are not always kept by prenatal clients. 
The benefits of the study may be changes In the method of care delivery which will make 
It easier for me and others to keep appointments. Another benefit will be to increase 
the understanding of nurses, doctors and other professionals about the causes of missed 
appoinaterrts. 
I understand that If I have any questions about the study, I may call either Nancy Jones, RN 
(787-5536) or Lourdes Oelson ( ) and that I may request that my information 
not be used In this study any time before October 31, 1984. 
Oata Client signature 
Witness: 
CA5TA ss ca?r5s:?-:iz*r?o i_ 
Directors del Proyecto: Nancy Jones, aa'eraerm can Lascar's ar. icisraerta 
lavestiaadora Principal; Lourdes Z. Daisoa, 2dus*dora da La Saiud y 
Caadidata ai Dostomdo an Sducacica <-'■ r« - 
cal5aril »a la Uaivtrsidad da Massaccusetts 
(Aaaarat) 
Duracioa Aoroxlaada dal Sstudia: <* asses (seeieabra a diciMbra da 156^.' 
rlvolo dal Proyscta: JN 237UDI0 D23CP.IPTI70 52. CUMPLIMIHUTC 13 UDlZ~- 
CI0N23 c!2DICa3 HiTJPS MUJ£222 ?’Ji3TCHSI^J£:;«3 
3,UALa3 SH 31 C3.irP0 HIDICO a~X32dI3 2? 3?5i:;G.*:21L, 
MA33ACa:J 331.3 
Coasieato participar aa este estudio cea la cocdi.ci.oa da qui aoaara 
aaaca sari ravelado aa eualquiar resultado o.ue aa pualique, 7 qua sola la 
Iavestigadora, 3r*. Lourdes Dalaoa, sabri ai nostra. ?aa'ciea tec50 eaten- 
dldo da qua an asta estudio as ha'ora aecesidad da alc.ua trataaiesta aadlca 
0 areeriaeatal y qua ao afectari ai suidado prenatal o postnatal sa i::ca 
alruaa. Coaaiaato responder laa pssguntas aacaaa por la 3ra. Delsca, para 
aa rasarTo al deraclio de ao raspeadar aquallaa prejuatas qua considers aa 
contra da ais derechos da clieata aa al Cactro Madias da aaysuace. 
Canra aatacdido da qua asta astucia cor. tari car. 53 ju^eres puertsrri- 
quedas aabarazacaa qua ai presence ascia usaedo ias servisics precacalas 
dal Hospital Wasson para Mujaras, parta del Centra Medico dayscacs, 7 qua 
al estudio tiana por obyete iadarar per qua ias eiieaces aa la t-laist pre¬ 
natal ao eusplea aon sus citas asigr.adas a eoa las ladisacicaas t prccedi- 
aieatas tacisas. Los aenelieics da asta astudic quitis saasiscaa ec caa- 
bias ia aecocos qua sa si^uer. ai ncuaaco para oJracar sarricios usciccs, 
a sea qua sa nara aas Jacil para qua yo y otras sous ye puedaa sunrlir ssn 
sus citas aedisas. Ctro baaaJicio sera u.-.a savor esuprensioa per parts de 
las eaferaeras, doctoras, y otros prcfasionalss 3osre ias sausas qua pre- 
viacan euarolir coa citas aadicas asiscadas. 
Taabian tango eataadida da qua si tenro alruna preeur.ta scire aste 
estudio podra llaear por teiefono a la 3ra. Nancy Jones al .'.users ?t'-ppps, 
o'a la 5ra. Daisoc, al 78l-?322, extension 3377, y qua podra saliaitar sa 
eualquiar aouaato antes dal 31 is diciembreis 1931* qua ai Lnfarnacioa as sea 
usada an asta estudio. 
Fecria Firma de la Cliente Testiao 
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Dlclembre de 190H 
iHola 
Qulero pedir tu ayuda en un proyecto que estoy desarrollaado 
coq el Hospital Wesson Women's (para Mujeres) y la Unlversldad de 
Massachusetts. Se trata de averlguar las razones por las cuales 
muchas personas como tu no han cumplldo o no pueden cumpllr con sus 
cltas o appointments medicos en el hospital. He preparado un cues- 
tlonarlo en lngl4s y en espanol para hacerles unas preguntas que nos 
parecen necesarlas para mejorar nuestros servlclos m4dlcos, tanto 
para tl como para otras mujeres que quizas est4n tenlendo problemas 
con la tranaportaclon, culdado de los muchachos, flnanzas (falta de 
dlnero), etc. Queremos realmente ayudarlas para que tanto Uds., 
nuestras paclentes, como sus bebes, est4n sanos y contentos. 
Me haras el favor de llamarme por tel4fono al nimer 781-7622, 
anexo (extension) 3877 y preguntar por la sehora LOURDES DELSON. 
Entonces yo te podr4 dar m4s detalles sobre este proyecto. Estar4 
en la oflclna entre las 9 y las 4 y media de la tard*^ SL QO me 
encuentras me haras el favor de dejar un numero de tel4fono donde^ 
te puedo llamar, o si es mejor me puedes mandar una cartlta Indlcan- 
dome como puedo comunlcarme pronto coatlgo. La dlrecclon es: 
cj o STGC 
1 Armory Sq. 
Springfield, Mass. 
01105’ 
Te agradezco antlclpadamente por tu ayuda. 
Atentamente, 
(y< 
"^Lourdes C. de Delson 
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APPENDIX T 
ETHNIC/CULTURAL BACKGROUND EXERCISE 
developed 
by 
Bob H. Suzuki 
Purpose: This discussion exercise will attempt to meet the following basic 
oojectives: 
1. To help you get to know other people in the group on a more 
personal level. 
2. To stimulate interest and curiosity in your own and others' 
ethnic/cultural backgrounds. 
3. To help you delineate more clearly both the common and unique 
aspects of your own ethnic subculture. 
4. To give you a better sense of the multicultural nature of 
American society and of the differing degrees to which dif¬ 
ferent people have been assimilated. 
Procedure: Each person in the group, in turn, should introduce him/herself, 
prov.ee a little personal data (e.g., where you are from, present occupation, 
year and major in school, etc.), and then provide more detailed information 
on nis/her ethnic/cultural background. You might wish to either address your 
self to tne questions listed below (which are only suggestions), or provide 
otner information in which you think the group may be interested. 
1. 
2. 
3. 
How far back can you trace your ancestry? When did your parents 
or ancestors come to this country? 'where did they ccme from? Do 
y"u know why they came and under what circumstances? 
Co you identify with any particular ethnic/cultural group? If so, 
wnicn group? Did you grow up in an ethnic neighborhood? Were most 
of your family's friends members of a particular ethnic group. 
Is your ethnic/cultural background an important influence in y-ur 
life? For example, does it influence in any way the mends you 
cnoose, the foods you eat, the religion you practice, or your po¬ 
litics? Have you ever experienced discrimination oecause or your 
ethnic/cultural oackground? 
To what degree do you feel you have been assimilated into the so- 
cal'ed "WASP" middle-class culture? 
Memoers of the group should feel free to ask any additional questions related 
to tne aoove questions. 

